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The New and Better Way 


on the word « 


CONV ALAIN EF all know now, 






~ the greatest scientific heap 
¢ eh FF: that food sterilized 1n sealed cans is 
Fe RS as safe as food can be. We know 
the can does no damage to the food. We know 
We know that 


milk sterilized in sealed cans, is just one of the 


the sterilization does not harm it. 


modern accomplishments through which science 
has given us safer, better foods. 

What is it? Evaporated Milk is pure, fresh 
milk in air-tight containers. Nothing is added to 
preserve it. Not a thing is taken from it but 
some of the water which is the greater part of all 
milk. All the food qualities of the milk are kept 
in it. None of them is harmed in any way. 

Fresh, sweet, and absolutely clean. The 
milk is produced under the supervision of experts 
on farms in the best dairying sections of America. 
It is received in sanitary plants in the country 
within a few hours after it comes from the cow— 
while it is fresh and sweet. It is carefully tested 
for purity and cleanliness. Then part of the 
water is removed—it is concentrated. Finally, it 
is put in air-tight containers and _ sterilized— 
protected from everything that can impair its 
freshness and sweetness and purity. 

With better richness. 


The remaining 12!% is 


871% of natural 
cows’ milk is water. 


composed of butter-fat (cream), milk sugar, pro- 


teins and mineral salts. 60% of the water of 
natural milk is removed in making Evaporated 
Milk. 
Milk 


in ordinary milk. 


The food (solid) content of Evaporated 
is, therefore, more than twice as great as 
And every drop of Evaporated 
Milk contains a// the food elements of milk. 
The cream never sepa- 


Evaporated Milk 


It is always more-than- 


There is no cream line. 
rates. It stays in the milk. 
is mever skimmed milk. 
double rich in butter-fat and a/so in the bone and 
tissue-building substances—in all the elements 
which make milk nature’s most perfect food. 

For every use. 
Evaporated Milk will etter fill the need. In 


Wherever you need milk, 


cream soups, for creaming vegetables, in breads 


and cakes, in cocoa, iced or hot—wherever you 
use milk—Evaporated Milk serves as nothing 
else will serve. 

Evaporated Milk serves in place of cream for 
coffee, in ice creams, for desserts—wherever you 
need cream (single or double). The adaptability 
of Evaporated Milk to every milk and cream 
use will be an astonishing revelation that will 
surprise you and delight you. 

The modern cream and milk supply. 
Undiluted Evaporated Milk serves as cream 
at less than half the cost of cream. It can be 
diluted to suit any milk need, and costs less 


than ordinary milk. 


Let us send you our free booklets telling you more about 


the good qualities and va 


“ted uses of Evaporated Milk. 





The cream begins 


to separate as soon 
as the milk comes 
from the cow. 

















the cream never 
separates——it is 
kept in the milk. 
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IS THE HOSPITAL ADMINISTRATOR FULFILLING HIS 
RESPONSIBILITIES TOWARD HIS NURSES? 


By Shirley C. Titus, Director of Nursing, University Hospital, 
Ann Arbor, Mich. 


EW are the hospital administrators and hos- 

pital boards who have not spent many anx- 

ious hours during the past few years trying 
to devise some plan by which the ever mounting 
cost of nursing could be reduced to the patient; 
some plan by which students would be attracted 
into their hospital schools; some scheme by which 
students could be induced to remain and render 
the greatest possible service to the hospital at 
the least possible cost to that institution. 

The hospital has been situated, so to speak, 
“between the devil and the deep sea,” and it will 
continue to remain so until the hospital authorities 
and the public at large awaken to the fact that the 
education of the nurse must be provided for in 
precisely the same manner as other branches of 
education, namely, by general taxation, instead 
of attempting to continue the present unsound 
system of compelling the sick patient to support 
an educational program concerning which he 
knows nothing and to which he is contributing 
without his knowledge. 

If the hospital is to attract students into its 
school, and keep them there, it is compelled to pro- 
vide a sound educational program. Such a pro- 
gram is costly. Well prepared instructors, class- 
rooms, laboratories, libraries, equipment of va- 
rious types and varieties, all of these run up into 
money. A nursing school grows more expensive 
to maintain as the years go on and there seems 
to be no possibility of reducing this expense in 
the future. The only alternative the hospital has, 
therefore, is to change over to a full graduate 


nurse staff. Whether a school of nursing is main- 
tained, or whether a full graduate nurse staff takes 
its place, the hospital finds itself unable to reduce 
the price of nursing to the patient who is already 
complaining over the exorbitant hospital prices. 
The hospital administrator and his board have, 
therefore, a real and pressing problem to solve in 
relation to the nursing service. 

In the light of such conditions it is indeed sur- 
prising that the average hospital administrator 
has not taken a greater interest in the problem of 
the health of the student nurse. If considered 
from no other angle than its economic aspect it 
is a problem worthy of his consideration. While 
without question, the economic aspect of the health 
of the student nurse will more quickly attract his 
interest and attention, the hospital director must 
see that the problem has other angles toward 
which he and the entire hospital have a distinct 
responsibility, a responsibility concerning which 
at the present time they are perhaps entirely ig- 
norant or indifferent. 

Let us first consider the problem of the health 
of the student nurse purely from its economic 
viewpoint. Industry has long since discovered 
that the health of its workers has a direct rela- 
tionship to the efficiency of the plant. It has 
learned that a worker may be on the job and may 
appear, from casual observation, to be enjoying 
good health but upon further examination and an- 
alysis may be found to be far from that state. 
Industry has found, likewise, that every time a 
man is laid off temporarily, or permanently, it 
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costs the plant money. Dr. Caroline Hedger in 
one of her excellent addresses on the health of 
student nurses draws our attention to the fact 
that the Commonwealth Steel Company of IIli- 
nois, which has made an unusually careful study 
of the cost of hiring and firing a man, finds that 
it costs them some eighty-five dollars every time 
a man is hired and fired. It would seem that if 
industry has so fully come to recognize the im- 
portant relationship between the health of its 
workers and plant efficiency and cost, and if it is 
attempting in every way to reduce turnover from 
ill health, that the hospital, which is in fact a 
business, should draw upon the experience and re- 
sults of industry’s study. 


Superintendents Are Not Informed 


Even with the cost of nursing service becoming 
a veritable nightmare, as it has, to the hospital 
administrator and to those responsible for the 
financial management of the hospital, few are the 
hospital directors who could answer many ques- 
tions put to them about the health conditions of 
the student in the nursing school. Could they tell 
you what is the average total days’ illness per 
year for the student body this year, last year and 
the year before? Could they tell you whether the 
sick record was improving or not? Could they 
give you an analysis of causes of this illness? 
Could they tell you whether this illness was scat- 
tered throughout the entire body or concentrated 
in a few sickly students? Could they tell you how 
soon after reporting the illness the student re- 
ceived ful! and adequate care? Could they tell 
you anything about how the convalescent nurse 
was looked after? 

These are only a few of the questions that might 
be put to the hospital director but the answers to 
them would be safficient to show that the average 
man holding this position knows little or nothing 
about this highly important subject. Surely if 
industry has found the health of its workers a 
problem worthy of investigation and careful study, 
the able hospital administrator should find in the 
health conditions of the student nurse a problem 
of moment enough to excite some interest and 
study. It would appear that anything that would 
reduce to some degree the cost of nursing service 
to the patient, that would improve the efficiency 
of the nursing service, is worthy of consideration. 

Another important reason why the health pro- 
gram of the nursing school should receive due in- 
terest and proper attention from the hospital au- 
thorities—although this reason will not be so 
clearly recognized or considered as important as 
the economic reason—is the fact that if the hos- 


pital is really to function as a “health center to: 
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the community” it must graduate nurses who are 
not only enjoying good health but nurses who are 
thoroughly imbued with the “positive health” ideal 
and who will live health, and teach health by pre- 
cept and example. 

All too often the hospital, absorbed as it is in 
the near goal—the nursing of the patients within 
its doors by students who will remain with them 
three years—forgets its responsibility to the far 
goal—the preparation of graduate nurses who are 
to meet the varying demands of the community for 
years tocome. The hospitals of this country must, 
if they are to discharge their duties to the com- 
munity as they should, think as often of the serv- 
ice the potential graduate is to give the commu- 
nity as of what the hospital is to gain from her 
three years of service. 

Viewed from this standpoint, it is not difficult 
to see that not only must the hospital recognize 
that each of its students should receive a well 
rounded experience in the five major clinical serv- 
ices—surgery, medicine, obstetrics, pediatrics and 
mental and nervous disorders, and a proper and 
adequate background of theoretical instruction, 
but also that it must bring its students to the 
point where they not only enjoy the maximum 
health possible for them, but are thoroughly cog- 
nizant of the meaning of positive health, and will 
live it and teach it upon graduation. 


Nurses Must Teach Health 


Prevention of disease has for some years past 
been recognized as being even more important 
than the cure of disease. Perhaps the greatest 
role that the modern nurse has to play is that of 
health educator to the community. She therefore 
must not only know the principles of hygienic 
living but must actually follow them herself. 
Teaching by precept and example is the most ef- 
fectual teaching that can be found. No nurse can 
teach health to the community unless she is the 
embodiment of health herself. While it is ridicu- 
lous to suppose that every nurse shall represent a 
picture of one hundred per cent positive health, 
nevertheless, the average nurse should be taught 
how to possess maximum health and how to live 
in accordance to the laws of hygiene. 

Let us now consider some of the essential or 
salient features that must be regarded in estab- 
lishing a real health program in a school of nurs- 
ing. For the sake of convenience we shall discuss, 
first, the health of the freshman nurse; second, 
the health of the older student and the acutely il! 
student; and third, the graduate nurse and posi- 
tive health. 

Practically every nursing school asks the in- 
coming student to present a statement from her 














ult 
ize 
vel] 
rv- 
ind 
ind 
on, 
the 
um 
og- 
vill 


ast 
int 
est 


re 
ni¢ 





May, 1927 


family physician regarding her physical fitness 
for entering nursing. The nursing school should 
carefully draw up a form for the family physician 
to fill out rather than accept a “blanket statement” 
from him. A “blanket statement” is usually 
hardly worth the paper it is written on, as often 
the physician thinks it unnecessary to examine 
carefully a young and apparently healthy girl and 
“passes her up” upon his casual observation of her. 
On the other hand, unless he is forced to answer 
direct and clear-cut questions regarding the ap- 
plicant, he may not feel free to give such a state- 
ment as will possibly jeopardize the girl’s chances 
of entering nursing although he really knows she 
has an organic or functional disturbance of some 
kind. The family physician has to live and work 
in a certain community and one cannot condemn 
him too severely for trying to avoid unpleasant 
feeling, especially on the part of some influential 
family in the community. 

The following is a form worked out by one 
school of nursing that has become deeply inter- 
ested in the health problem of its students: 


ee er SO cs, eeu eaee see tek whus 
I a ict mcas Weight ..... eee 
What serious illness has candidate had? 
Has she had (kindly state age when she had 
disease) : 
Whooping cough Mumps 
Measles Scarlet fever 
Chicken pox 
Is she subject to: 


Earaches Headaches 
Digestive disorders Throat disorders 
Hay fever ; 


Is her menstrual function regular and normal? 
Has she had any ovarian or uterine disorders? 
Heart examination shows? 
Chest examination shows? 
Is her hearing normal? 
Is her sight normal? 
Has she any unusual scars or abnormalities? 
Has she ever had convulsions of any kind? 

Sp G.? Albumin? Sugar? 
Is there any enlargement of the thyroid? 
What is pulse rate if thyroid is enlarged? 
Has she ever been treated for disturbance of 

the thyroid? 
Is her skin soft, clear, and free from eruptions? 
What is her family history in regard to: 
Tuberculosis; epilepsy ; mental diseases. 
Have you carefully examined the applicant? 
Do you recommend her admission to the school ? 
Signature 
Residence 


Date 
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Too great care cannot be taken in preparing the 
health form and checking it when it is presented. 
Even with this safeguard it is well to have a per- 
sonal interview with the applicant if this is at all 
possible. 

Within the first month, at the latest, after the 
student has entered the school, the hospital physi- 
cians should give her a careful physical examina- 
tion. Her eyes, ears, nose and feet should be ex- 
amined by specialists, if possible. She should be 
scored for posture, nutrition and mental alertness. 
A basal metabolism, electrocardiogram, x-ray and 
every other special! facility should be used to check 
up on her if there seems to be the slightest indica- 
tion that there is a disturbance of any kind. A 
psychometric test should be given every freshman. 

The aid of the dietitian should be solicited for 
the “overweights” and “underweights” and 
weight charts should be started on them at once. 


Why Immunization Is Necessary? 


The question of immunization of the freshmen 
presents a real problem and is a controversial 
matter. There certainly can be no question about 
immunizing the student as far as it seems wise 
to do so, but just how much immunization shall be 
done, and when, is a matter of discussion. Some 
schools start a perfect campaign of immunization 
upon their freshmen the moment they enter. That 
such a campaign has a bad psychological effect 
upon a young person already under considerable 
nervous strain in adjusting herself to a totally 
new environment cannot be denied. It is during 
the preliminary period, also, that the student is 
expected to carry the hardest and heaviest sched- 
ule of studies and it hardly seems fair to keep her 
below par physically by a series of inoculations 
at this particular time. 

It has been suggested that vaccination against 
small-pox should be done before the student’s en- 
trance to the school. The school authorities can 
check up on this vaccination fairly easily and if 
there is any doubt as to the manner of vaccination 
or its success, re-vaccination could be instituted. 

The Schick test and its complement, toxin- 
antitoxin, certainly should be administered as soon 
after the student enters the school as possible. 
Vaccination against typhoid, it seems, should be 
done only if there are actually typhoid cases within 
the hospital, or in the community where the hos- 
pital is located or where the gir! herself lives. 

There has been much discussion as to whether 
a Wassermann should be taken on every incoming 
student or not. While there are, of course, many 
arguments for taking this precaution, neverthe- 
less they are hardly convincing unless the hospital 
is demanding a Wassermann on all its employees— 
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interns, all nurses, dietitians, orderlies, ward 
helpers, cooks, porters, maids. If such is the 
hospital policy, the Wassermann could be taken 
at a time when the student is not just recovering 
from the nervous strain and physical discomfort 
caused by various inoculations. 


Course in Personal Hygiene 


One of the most important features in establish- 
ing a proper health program for the school is the 
course in personal hygiene, which should be given 
immediately the semester’s work begins. If pos- 
sible it is well to make this course a symposium, 
having the dietitian give the talks on nutrition and 
diet, and the physical education instructor (per- 
haps borrowed from a nearby institution) the 
talks on exercise and muscle development. The 
major part of the course should be given by the 
nurse whose function it is to look after sick stu- 
dent nurses (the welfare nurse or however she may 
be designated). It seems that the only really ef- 
fectual way to teach personal hygiene is to score 
the student not alone on her ability to pass an 
examination in the course but on her actual man- 
ner of living hygienically. A few schools are 
rating the student in this course half on her ability 
to recite and on the examination she writes, and 
half on her health habits. A merit and demerit 
system should be set up to rate her on her ability 
to live health. For example, if she takes a daily 
hike she will receive so many merit points; if she 
sleeps with her window closed, she is given so 
many demerit points; if she runs back and forth 
to the hospital without rubbers or proper outer 
wraps she receives a certain number of demerit 
points. The “overweights” and the “under- 
weights” receive or lose points according to their 
interest and effort in reaching normal weight. 

It is, of course, impossible to set up any ab- 
solutely correct method of rating students on their 
ability to live health, but the merit-demerit system 
certainly draws their attention sharply to their 
responsibility for their health. It does, in fact, 
help them to build a “health consciousness” which, 
after all, is the primary objective of this course. 

The success or failure of such a system depends 
largely upon having one graduate set aside whose 
major function it will be to follow-up the welfare 
and health of the student body. It is not enough 
to have merely assigned such a nurse to this serv- 
ice; this nurse must be one who sees the impor- 
tance of her task and who will bring to it a wealth 
of enthusiasm and interest. Needless to say, she 


must be a healthy individual herself. 

The welfare nurse must check up on the health 
of the older students as well as the freshmen and 
she must be eternally vigilant and watchful. 
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Every hospital, without exception, should have a 
complete physical examination done on its students 
at least once a year. The welfare nurse should 
see that such an examination is done at the proper 
time regardless of how well the student may ap- 
pear. It is amazing what startling facts a periodic 
examination on a large group brings to light— 
heart lesions, suspicious chests, thyroid conditions. 

The same attention to weight should be given 
the older students as is given to the freshmen. 

One school, in order to keep the attention of the 
older students attracted to health, posts a monthly 
report of the sick record of each class. There is 
much laughter and joking directed toward the 
members of the “‘puny class” and soon every stu- 
dent is busy trying to prevent a high sick record 
in her class. 

In speaking of the health of the students it is 
necessary to say a few words regarding the wis- 
dom, or lack of wisdom, of allowing a specific 
number of days each year for illness. While on 
the surface it may appear that the school is doing 
the correct thing in allowing so many days credit 
each year for sickness, there are some people who 
feel that this is really putting a premium on sick- 
ness and think it more advisable to allot this week, 
or two weeks, to a longer vacation period. A 
month’s vacation at least at the end of the first 
and second year’s work is none too much, and the 
sick allotment time would do much to make this 
possible. It is also true that the conscientious 
student does not always profit as greatly from the 
sick allotment time as does the less conscientious 
student. There are, of course, arguments for and 
against such a system and the individual school 
must decide which system appears to be most 
desirable for its needs. 


IlIness Should Be Promptly Reported 


In regard to the care of the sick student there 
are four major points to be considered, namely: 
The matter of a prompt reporting of illness; im- 
mediate and adequate medical and nursing care 
for her; proper period of hospitalization; a care- 
fully managed convalescent period. 

It is essential, if the sick nurse is to receive 
proper care, that certain specific hours shall be 
designated when she may report to the office for 
care (naturally, it is understood emergency care 
is to be given at any hour). At these hours the 
welfare nurse must be in the office to receive the 
sick nurse. It is highly desirable, if possible, to 
have a physician either present or at least imme- 
diately available. Such a system prevents the 
student from making excuses for a tardy report- 
ing of her illness and also does away with the bad 
psychological effect of making the student feel that 
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she is just an additional piece of work to an over- 
worked staff. 

Even under these favorable conditions there will 
be a few students who will only report in after 
several hours of a tonsillitis or other illness. Edu- 
cation alone can prevent such negligence. 

While hospitalization is expensive unless there 
is an infirmary with a twenty-four hour nursing 
service established, any student too ill to be am- 
bulatory should be immediately sent into the hos- 
pital. The casual, haphazard medical and nursing 
care and the cold meals too often given to the 
nurse who is ill in the nurses’ dormitory is thor- 
oughly contra-indicated in a well rounded health 
program for student nurses. While it costs more, 
perhaps, on the surface to hospitalize the student, 
there is no question but that she is returned to 
duty earlier and has a more complete recovery 
than she does if allowed to remain in the nurses’ 
dormitory. 


Regulate Visits Paid to Sick Nurse 


Another point to be considered in relation to the 
sick nurse in the dormitory is the number of 
visitors she has. From the friend who is really 
desirous of rendering her care, to the student who 
“just-dropped-in-to-see-how-you-are, Dear!”, the 
sick nurse is subjected to too much visiting. If 
she is ill from what later becomes a communicable 
disease, the contacts are fraught with danger. No 
strict rule of the nursing office will prevent such 
visiting; removal from the dormitory alone will 
solve the problem. 

One of the great needs in any nursing school 
is to have a paid physician for the school. He 
may, of course, call in any number of men in 
consultation but the care of sick nurses will al- 
ways be distinctly poor and entirely inadequate 
until one physician is given as his major function 
the care of the sick nurses. The physician who is 
called upon to see this nurse or that nurse, and 
this at long intervals, may give her proper medical 
care for the moment but he sees only one small 
fragment of the whole problem. He is, perhaps, 
entirely ignorant of the health program of the 
school; he is, as a rule, inclined to be entirely too 
sentimental about the “poor nurse,” and to be too 
suspicious of what he considers to be an ogre, 
hard-hearted and inhuman to the “poor little 
nurses”—the department of nursing office. It is 
only after following-up student nurses over a pe- 
riod of time and becoming thoroughly conversant 
with the problems of the department of nursing 
office, as well as its health program, that the phy- 
sician handling student nurses can really contrib- 
ute to the solution of this problem anything worth 
while. 
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For example, the period of hospitalization and 
the convalescent period of the sick nurse must be 
carefully handled. To discharge a nurse too soon 
from the hospital is as bad as to hospitalize her 
too long. As soon as she is convalescent she 
should be discharged either to her own home or, 
if that is not possible, to the nurses’ dormitory. 
She should be given direct instruction as to how 
she is to live during this period. Limitations on 
social activities should be set up, proper rest dur- 
ing the day indicated to her, proper exercise and 
diet prescribed. All too often the physician in 
charge of the case forgets he is handling an adol- 
escent girl, not a mature woman. He feels she 
should know this or that, but the fact of the mat- 
ter is, she doesn’t apply such knowledge as she 
has to herself. He has, therefore, a definite re- 
sponsibility not only to the hospital but to the girl 
herself and her family, in directing her how best 
to live and what rules to observe when recovering 
from an illness. 

There should be certain definite regulations in 
the nurses’ dormitory for convalescent nurses. 
All convalescent nurses, also, should be followed- 
up by the welfare nurse each day. The welfare 
nurse should confer with them about how they are 
feeling, what they did the day before and what 
they may do today. 


Investigate Cause of Illness 


No case of illness should be treated without the 
physician making careful inquiry into conditions 
leading up to this illness. The student suffering 
too frequently from either major or minor ill- 
nesses should be closely catechized regarding 
these indispositions. She should be made to feel, 
also, that she is just as responsible as the physi- 
cian and the hospital for bringing herself back to 
that state of health where she has normal im- 
munity to disease. 

If the health program of the nursing school 
properly performs its function, every student 
when graduating should be a person simply radi- 
ating health and energy. She should thoroughly 
understand the laws of health and actually at- 
tempt to live according to them. She should have 
a definite “health consciousness” and be convinced 
that no citizen is a good citizen unless he enjoys 
the maximum degree of health that he, as an indi- 
vidual, can enjoy. She must realize the réle that 
she, as a health educator, has in bringing about 
such conditions. 

It is to be hoped that every hospital board and 
administrator will see the tremendous worth- 
whileness of such a program. Economically they 
cannot afford to remain blind to its possibilities; 
ethically they must respond. 
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HARTFORD HOSPITAL HAS SEPARATE 
X-RAY BUILDING 


By Carl J. Malmfeldt, Architect, 
Hartford, Conn. 
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HE importance to a hospital of having a 
"| separate building for all x-ray, radium, deep 

therapy, cystoscopic and photographic work 
can hardly be overestimated, particularly so when 
such a building can be centrally located. 

The Hartford Hospital, Hartford, Conn., is 
very fortunate, first in having such a location and 
second in being presented with the Capewell 
Memorial X-Ray Building. This building har- 
monizes with the other hospital buildings, being 
constructed of Connecticut brownstone, and is 
fireproof throughout. All portions of the build- 
ing that are subjected to high voltage currents 
are properly insulated with lead, lead glass, and 
barium plaster on the ceilings and walls. 

The top floor of this building is on the same 
level as the administration and main floor of the 
hospital. Because it is necessary to have the 
developing and fluoroscopic rooms dark, hospitals 
too often put their x-ray departments in some 
dark, unused, out-of-the-way corner in the base- 
ment. The location of so important a department 
deserves a better fate and with the advancement 
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that is being made in x-ray work and hospital con- 
struction it is safe to predict that the x-ray de- 
partments of the future will be placed in a 
convenient, well lighted and well ventilated loca- 
tion. This is especially desirable for the deep 
therapy department where the treatments last 
from sixty to ninety minutes each and usually ex- 
tend over a period of four or five days. 

On the first or ground floor of this building are 
located all of the machinery, transformers and 
film storage, as well as the photographic depart- 
ment. The transformers were so placed for two 
reasons: first, to create additional space on the 
main floor, second, to eliminate all noise on the 
main floor, the leads being brought up through a 
conduit and distributed by a system of aerials to 
the various units. The film storage is fireproof 
and is vented in accordance with the specifica- 
tions of the fire underwriters. 

The main floor contains 3,875 square feet of 
floor space, a plan of which is submitted here- 
with. 

Since this article is meant to deal briefly with 


Pees SCTE SE: +4 


HARTFORD HO 


g 6-92 J may e.or 















' — 
| 5 
ih 
“DEEP: LH EERPY “DEEP THERAPY 
] Sea . io. cs 
: . a { VN 
on be an ont ee eee ae | 
: : z= 2 9 — 
ne: 
ERO APY “BUCKEY: PDE N TALS Be XAMINATION weil 
! 
me 











l’‘HE MODERN HOSPITAL 





One of the cystoscopic rooms, Capewell Memorial X-Ray Building. 


One of the deep therapy treatment rooms, Capewell Memoria! X-ray Building. 
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construction and ar- 
rangement, no attempt 
will be made to describe 
in detail the equipment 
and furnishings except 
in the deep therapy 
department, where pro- 
tection from the high 
voltage rays for both pa- 
tient and operator is pro- 
vided by means of lead- 
lined drums. These drums 
are lead-lined receptacles 
suspended from the ceil- 
ing by steel girders, 
having gear tracks with 
swivel joints which 
makes the manipulation 
of the drums over any 
part of the patient an 
easy matter notwith- 
standing their immense size and their weight. 

Enclosed in the drums are the x-ray tubes, with 
only one small aperture which regulates the size 
of the beam of radiation, this being the only out- 
let for the treatment rays. The advantages of- 
fered by this type of protection are, first, adequate 
protection for both operator and patient; second, 
protection to the tube against sudden changes in 
temperature, air currents and dust; third, ease of 
application of these controlled rays to the patient 
and, fourth, the ease by which the dosage may 
be accurately determined at any time. To accom- 
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The Capewell Memorial X-Ray Building, Hartford Hospital. 


plish this the drum contains an ionization chamber 
in the direct path of the rays, which provide con- 
stant readings by galvanometers that are placed 
within easy view of the operator. The drum also 
contains a small electric fan which prevents the 
tube from getting overheated. 

Prior to the introduction of drums for this pur- 
pose it was necessary to keep the patient covered 
for the entire time of the treatment with sheets 
of lead rubber which were heavy and difficult to 
handle. The drums, however, take the place of 
this heavy covering and at the same time protect 
the patient from the rays of the uninsulated high 
tension terminals and wires. 





CORRECT COLOR FOR OPERATING ROOM 


The value of color in the operating room has been given 
additional recognition as the result of research work that 
has recently been conducted by Dr. Paluel J. Flagg, New 
York, and the shade that was found best for this purpose 
has been produced by a manufacturer. 

In his efforts to obtain the color scheme that is best 
adapted to the operating room, Dr. Flagg established the 
fact that a peculiar bluish green shade is the scientifically 
correct complement to blood when exposed to air. This 
shade gives the required intensity of color in a room where 
subdued illumination is important to prevent glare, 
thereby protecting the eyes of the surgeon. 

The new color, or shade, is to be called “eyerest green.’ 
Dr. Flagg advocates the use of deep eyerest green on the 
floor under the operating table and a shading to a lighter 
tone as the walls are approached, with the walls fading 
into a deep cream up to and including the ceiling. He 
also advocates that the table, gowns, toweling and 
draperies used should be of the deepest tint of this color. 

Dr. Flagg’s findings are the latest contribution to the 
study of a proper color scheme for the operating room that 
has been made by several physicians and surgeons both 
here and abroad. 


’ 
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WHAT ARE THE COMMUNITY'S RESPONSIBILITIES 
TOWARD ITS CONVALESCENTS >* 


By E. H. Lewinski-Corwin, Ph.D., Director, Hospital Information and Service Bureau, United Hospital 
Fund of New York, 
New York ' 


T IS EASY to dogmatize, particularly in the 

complex field of social relationships. The stu- 

pendous development of extra-medical cults 
and healing missions in this country has been 
ascribed to the concatenation of the mysticism 
underlying the mental or emotional lives of a large 
number of our population and to the commercial- 
ism of the time, also to the nonchalant attitude 
toward treatment on the part of the medical pro- 
fession since it attained a scientific status. 

When medicine was delivered from the realm 
of the empiric and conjectural by the post-Pas- 
teurian accoucheurs and got into the swaddling 
clothes of science, it forgot the man in the patient 
and saw only the case. Like all tyros, the new 
scientific doctors of medicine entered into their 
work with zeal and enthusiasm, and the diagnosis 
became the exclusive fetish; they lost interest in 
long drawn-out treatment of the patient afflicted 
with a chronic malady, or the slowly recuperating 
convalescent. 

The patient, however, continued to be utterly 
unscientific and concerned not so much about 
diagnosis as about relief from the distressing 
symptoms of ill health and invalidism. The re- 
sult of these two oblique motive forces was the 
growth of quackery and charlatism. 

This is only a partial and inadequate explana- 
tion of a tendency that took root from diverse 
causes, but the bare fact remains that whatever 
the cause might have been or was, we have not 
solved the problems of convalescence and chronic 
disability in a constructive community fashion. 


Taking Stock of Bed Capacity 


Egged on by dramatic events in the field of 
medical discovery, and by prevailing social con- 
ditions, private benevolence and municipal con- 
cern have given millions for the construction of 
hospitals for medical and surgical treatment of 
acute conditions. In some instances, state ten- 
derness has been touched and millions have been 
forthcoming to supplement the _ stupendously 
growing costs of general hospitalization. Unac- 
companied by any too much conscious community 
direction of thought and effort, hospital develop- 
ment has come to a point where, figuratively 


*Address delivered before Pennsylvania Conference on Social Wel- 
fare, Philadelphia, February 12, 1927. 


speaking, it seems desirable to pause for a mo- 
ment in order to draw breath and look around. 

Taking the country as a whole, we have enough 
hospital beds for acute conditions, perhaps more 
than enough if we may judge this by the extent 
of utilization of existing hospital facilities. The 
utilization of these hospitals was but 66 per cent 
of their available capacity in 1925. I had occa- 
sion not long ago to estimate that in New York 
City, if we utilized our hospitals throughout the 
year to 90 per cent of their capacity, which, I 
grant, is an undesirably high utilization, we 
should have added to our resources without prac- 
tically any additional cost for maintenance, six 
and one-half times the capacity of Mount Sinai 
Hospital, which is the largest private hospital in 
the city. 


More Provision Needed for Chronics 


I fully realize and for fear of misunderstand- 
ing, I desire to say that what may be true of a 
given city or the country at large, may not be 
true of many individual communities. There 
is still need in many places for additional hos- 
pital facilities or for the replacement of obsolete 
and unsafe buildings by modern fire-resistive con- 
struction. Speaking, however, in general terms, 
our next move should be not toward further in- 
creases in hospitals for acute conditions, but 
toward provision for the care of the chronically 
sick and the convalescent. I am speaking of the 
two because they are in numerous instances 
closely interrelated, and there is hardly a conva- 
lescent home that does not have a _ perceptible 
number of chronic cases, much as they try to 
eliminate them. I shall limit myself, however, to 
a discussion of the problem of the convalescent, 
but as far as the chronic problem is concerned, I 
should like to record an expression of hope that 
before long the chronic problem may receive ade- 
quate consideration, particularly on the part of 
municipal authorities. It seems that private 
philanthropy is not attracted to make investments 
for this very real social need. 

Aside from any other reason, there are impor- 
tant economic grounds for community invest- 
ments in institutional convalescence. First of all, 
and this is the minor economic factor, there is the 
saving that accrues from the fact that the cost 
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of caring for a patient in a convalescent home is 
but one-half and sometimes one-third of the cost 
of having him stay in the hospital, not say 
anything about the environment of the country- 
side being more conducive to rapid recovery. 

Furthermore, we must take cognizance of the 
fact that the modern tendency in hospitals is to 
reduce the average length of stay of patients. The 
average stay of the average patient in our hos- 
pitals now is about or even less than two weeks. 
This means that patients are turned out of the 
hospitals the moment they reach the convalescent 
stage, when many of them are hardly in a con- 
dition to resume normal life. On the basis of 
large war experience, Dr. Bryant reached the con- 
clusion that the convalescent’s recuperative period 
after acute illness should be as long as the period 
of the illness itself. It takes that length of time 
to get over not only the somatic shock but also 
the mental disturbance and anguish. The length 
of convalescence varies, of course, in each indi- 
vidual case. There is no hard and fast rule. 
Some conditions require a much longer conva- 
lescence than others, but for general orientation 
purposes about two weeks per case should be 
counted on. 


Post-Hospital Treatment Is Effective 


The second and the major economic considera- 
tion is the fact that with the effective limitation 
of immigration, we cannot afford to be as ex- 
travagant with human material as we have been 
hitherto. Life and health must be conserved with 
greater solicitude than has been the case in the 
past. More consideration must be given to the 
human repair shop. We cannot continue to be so 
wasteful of health and brawn as we have been. 
It has been demonstrated that a good deal of 
health restoration and economic rehabilitation can 
be achieved by proper post-hospital treatment in 
convalescent homes and well organized out-patient 
departments, equipped with adequate personnel 
and a therapeutic armamentarium. 

It may be of interest to mention that in Ger- 
many the Kranken-Kassen are realizing the situ- 
ation and are beginning to make provision for 
convalescent care, and to build convalescent 
homes. Formerly, and this still holds to a large 
degree, the sick funds would not pay for the 
period of convalescence. The result has been that 
the hospitals have been obliged to keep the 
patients for inordinately long periods of time. In 
some of the large municipal hospitals of Germany 
and Austria the average stay of the patient in the 
hospital was something like two months. In other 
words, the hospitals are keeping convalescent 
patients, whom they expect to do certain chores 
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around the hospital, when they are able to be up 
and about. The sickness funds are likewise be- 
ginning to realize the value of preventive medicine 
and are devoting some of their surplus funds to 
public health work and education. They are im- 
pelled to do so in view of the fact that the state, 
as well as the municipalities, faced with the neces- 
sity of reduction of expenses, have curtailed 
appropriations for public health purposes as one 
of the activities that could be spared. 

Considering the enormous amount of sickness 
and disability that results from industrial acci- 
dents and occupational diseases, it is imperative 
for us to insist that the provisions of our 
workmen’s compensation laws should recognize 
convalescence as an indispensable part of the 
treatment of the injured and of the sick. Many 
a man, after a siege of illness, is anxious to return 
to work when he is refused compensation for the 
period of his convalescence. 

Aside from workmen’s compensation cases, 
there is a great field for usefulness on the part of 
social service departments of hospitals in arrang- 
ing conditions so that patients on discharge from 
a hospital may get the benefits of convalescent 
care to complete the recovery and to prevent an 
early recurrence of the disease. In certain con- 
ditions, because of a general lack of adequate 
medical supervision in the convalescent homes, it 
may be more advantageous for the patients to 
attend the out-patient department and receive 
medical attention there, than to go tc a conva- 
lescent home in the country. 

It may here be pointed out that the demand for 
convalescent institutions is more elastic than in 
the case of hospitals, and, in considering the com- 
munity needs for institutional convalescent care, 
the potential rather than the effective demand 
should be the guide. We are faced with this sit- 
uation in New York City. We are fairly well 
provided with beds in convalescent institutions 
and although theoretically we are considerably 
below the requirements for adequate institutional 
facilities for convalescence, our average utilization 
of the available bed capacity is not over 75 per 
cent in the aggregate. 


Homes Do Not Cooperate 


There are many causes for this which should 
be remedied and will be remedied in time, as the 
standards of service improve to satisfy the med- 
ical profession, and as the administrative tech- 
nique as well as the attitude of the convalescent 
homes toward their community responsibilities 
undergoes a change. It is granted that in many 
instances the homes are handicapped by lack of 
funds to do what they themselves recognize as 
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necessary. The fact, however, remains that at 
the present time many of those who are respon- 
sible for convalescent homes maintain a negative 
attitude toward the problem. They are full of 
“don’ts.” They don’t take patients with a dis- 
turbing cough, or patients requiring special diets, 
or patients who cannot make their own beds, or 
patients who require dressings, or persons who 
are “queer,” irrespective of the needs of those 
who are recuperating from the pneumonia, 
empyemas, gastric ulcers, kidney disease, diabetes, 
surgical operations, orthopedic deformities, and 
the neuropsychiatric conditions. By this method 
of negative selection a large number of people 
who are greatly in need of convalescent care are 
being eliminated. 

Our general hospitals are surgical to the extent 
of 60 per cent of the total number of patients. 
This fact alone would indicate the need of facili- 
ties where simple dressings could be made. 

An important element in the situation is the 
fact that there has not been in New York City 
any coordinating agency that would keep in- 
formed all those concerned about existing 
vacancies. In a large city like New York, it is 
customary for the social workers of certain hos- 
pitals to specialize, as it were, in certain conva- 
lescent homes. When a patient needs convalescent 
care, they call up certain homes with whom they 
are in the habit of dealing to find out whether or 
not there is a vacancy. They cannot call all the 
sixty-eight homes that exist. In this way, you 
find certain homes overtaxed; others are greatly 
under-utilized; there is not an even distribution 
of the load. Here also personal preferences on 
the part of the patients must be considered as 
well as the reputation an institution enjoys. 


Do Not Lose Time 


Furthermore, there is a lack of synchronization 
between discharge of patients from the hospital 
and their admittance to the convalescent home. 
When a patient once leaves the hospital and goes 
to his own home, he is not apt to go to a con- 
valescent institution after a week or ten days have 
elapsed, and he has become more or less adjusted 
to his own environment. The social workers are 
sometimes to blame for this. Many times the 
doctors are at fault in not letting the social serv- 
ice department know. at least approximately, the 
day on which the patient would be discharged. 
The routine of admission often acts as a deterrent. 
The homes, as a rule, require an examination of 
the patient by their own admitting physician to 
protect themselves against undesirable patients. 
This implies a visit to the admission office, and 
this is often a strain on the convalescing patient. 
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In addition must be mentioned the seasonal vari- 
ation in disease, as a factor in the extent of utili- 
zation of the convalescent homes. 

Before I discuss the standards that are requi- 
site for effective convalescent work, but which are 
practically nowhere fully applied as yet, I should 
like to raise the question as to whether or not we 
have any information concerning the value of 
convalescent work as it is or has been performed. 
Strange as it may seem in view of the large in- 
vestment of funds for institutional convalescence, 
this question has not as yet received serious con- 
sideration. Few studies of the value of institu- 
tional convalescent care for certain types of 
conditions have been made and the whole field is 
practically a virgin territory for research. 


Neuropsychiatric Patients’ Needs 


Recently a scientific inquiry into one corner of 
the field was made by the advisory committee on 
convalescence of the Hospital Information and 
Service Bureau of the United Hospital Fund of 
New York. This was published by the Sturgis 
Fund. This study dealt with the much neglected 
neuropsychiatric patient. Its purpose was to 
ascertain whether or not the present type of in- 
stitutional convalescent care was beneficial to this 
type of patient. If it should be found that it is 
of little or no value, then why should effort and 
money be wasted? The study referred to is based 
on a comparatively small number of cases, 327 in 
all. The work called for follow-up visits to the 
patients discharged from convalescent homes not 
less than a year previous to the visit. Complete 
data were ascertained from 239 patients. 

The tabulation of the findings brought out some 
interesting facts and directed attention to some 
highly important aspects of this problem, as well 
as to the need for further study of this problem. 
Thirty-five and five-tenths per cent of the patients 
were between the ages of twenty and thirty years. 
This is a period of life in which many adjustments 
are necessary; it is the time when new relation- 
ships are entered into and new responsibilities are 
assumed. The preventive work must be done in 
the “teen” years. Proper mental hygiene at this 
time will do much to reduce the number of break- 
downs and maladjustments in the later period. 

The potentialities and more hopeful outlook for 
the psychoneurotic patients as compared with 
other types included in this study are indicated 
by the fact that this group showed the largest 
percentage of patients who had become adjusted 
to their environment and had gone back to work. 
The group to which the more or less indefinite 
term of “depression” was applied showed the sec- 
ond largest percentage of patients adjusted and 
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working; this seemed to indicate that most of 
these patients probably belonged in the psycho- 
neurotic class. 

The study further revealed the fact that 25 per 
cent of the patients who remained at the conva- 
lescent home until the home considered them 
ready for discharge were in need of further 
physical or mental adjustment. This finding 
called into question the adequacy of the conva- 
lescent care that they received. In the group 
which left against advice there was a larger pro- 
portion of subsequent commitment to state hos- 
pitals than among the group considered as “im- 
proved.” 

The value of such studies does not need to be 
argued here. May I say that until we have accu- 
rately kept records of all types of patients and 
make scientific analyses of such records, we are 
not justified in urging communities like New 
York to make additional investments in institu- 
tional convalescent care, which of necessity must 
be expensive, even if such institutions can be built 
for half the price of hospitals. It costs three to 
four thousand dollars a bed to build a fireproof 
institution and equip it adequately. 

More thought must be given to the problem 
than has been the case in the past. The very use 
of the term “convalescence” is not clearly defined. 
It is often confused with “fresh air work” or with 
“preventorium” work. A convalescent patient, 
within the meaning of this discussion, is one who 
has passed the acute stage of illness, but is not 
yet able to resume his usual mode of life or activ- 
ity. We should be precise in the statement of our 
problem. 


Rest Homes One Solution 


One of the first men in this country to call at- 
tention to the need of institutional convalescent 
care was Dr. Samuel Treat Armstrong. In an 
address before the New York Academy of Medi- 
cine early in 1908, he stressed the consideration of 
the subject from the standpoint of the hospital, 
and, referring to British experience, estimated 
that 20 per cent of the hospital ward patients need 
provision for convalescent care in special homes. 
I believe that our recent observations in New 
York City bear out this estimate, although it is 
difficult to lay down the rule in this respect with 
absolute definiteness. There are too many ele- 
ments to be considered. He likewise called atten- 
tion to the English Rest Homes, maintained by the 
hospitals, sometimes on hospital grounds, whither 
patients are transferred from the hospital as soon 
as they have passed the acute stage. From there, 
they may or may not be sent to the country conva- 
lescent homes. 
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I bring this matter to your attention, for it has 
been suggested that some of our large hospitals 
should establish such intramural auxiliary depart- 
ments because of the advantages that come to the 
patient from remaining under the supervision of 
the physician who treated the patient or operated 
upon him while he was in the hospital. The rea- 
son why physicians and surgeons have not taken 
as much interest as they might have in convales- 
cence is that the convalescent homes are so far 
removed from the city that there is no possibility 
of any direct supervision of the patients. Fur- 
thermore, the convalescent homes, in many cases, 
have not been more than country boarding houses. 


Standards Formulated 


Two years ago the public health committee of 
the New York Academy of Medicine, with the aid 
of four large special sub-committees, took up the 
problem of convalescent care and formulated 
what, to my knowledge, is the first attempt to 
evolve standards for the guidance of convalescent 


homes. Let me, in brief, present these standards 
to you.’ 
I. Location of Convalescent Homes: The 


location of convalescent homes should be prefer- 
ably outside the strictly urban section but acces- 
sible by rail, trolley, or bus. In general a rural 
location seems more desirable than the seaside, 
although the latter has its advantages. Homes 
for cardiac patients should be situated in a rural 
district, not above 1,200 feet in altitude, rather 
than at the seaside. 

II. Size: The size of the convalescent home 
should be governed by the type of patient cared 
for as well as by economic efficiency. A fifty to 
sixty-bed unit is considered an optimum size. 
Larger convalescent homes should consist of units 
that are multiples of this size. 

III. Equipment: It should be the policy of the 
institutions to provide single or double rooms for 
adults; in no case should the rooms accommodate 
more than four persons. Dormitories for chil- 
dren should also be designed on the principle of 
a few beds in each ward, with proper spacing be- 
tween beds. The equipment of convalescent homes 
should aim at comfort without extravagance and 
should provide adequate bathing and toilet facili- 
ties, reading and recreation rooms. 

There should be a minimum of ordinary and 
occupational as well as physiotherapeutic equip- 
ment and supplies. The equipment should be more 
elaborate in institutions dealing with special types 
of cases. 

Every institution should have adequate facili- 





1 The reports in full were published in Hospital Social Service, July. 
1925. 
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ties for isolation. In case of a child-caring insti- 
tution 2 per cent of the tota) number of beds 
should be in the isolation unit 

The dining room, if in « separate building, 
should be connected by a covered passageway with 
the dormitories. The aim of every convalescent 
home should be to provide properly balanced, 
wholesome and appetizing food. 

A gymnasium and outdoor as well as indoor 
recreation facilities are desirable features of a 
convalescent home. A convalescent home should 
be not only restorative but should serve as an 
educational influence in forming regular habits of 
life and sound mental attitudes. 

IV. Personnel: Each institution, whether 
small or large, should have a trained nurse, a 
dietitian, and a recreational director. In the 
smaller institutions one person could combine two 
or three of these functions. 

Every institution should have a visiting physi- 
cian, chosen from among the local practitioners, 
who should be on call and should be required also 
to visit regularly. 

Special institutions for the care of neurologic, 
cardiac, and surgical cases should have either a 
resident physician or a physician attending daily, 
who should be trained in the management of cases 
of the particular type cared for in the convales- 
cent home. 

All convalescent homes should have one or more 
consulting physicians who should be responsible 
for the general policy of the institution and who 
should visit it at least once a month in order to 
supervise the carrying out of the policy. 


Segregation Is Desirable 


V. Segregation of Patients: In a large insti- 
tution consisting of several units, it is practical 
to take care of many types of patients. There are, 
however, few such institutions in existence. From 
the point of view of the care of the individual 
patient, as well as proper personnel and equip- 
ment, it is desirable to segregate specified types 
of patients in separate institutions. 

It is desirable to segregate the bulk of neu- 
rological patients in special homes where the 
management and routine can be adjusted to their 
peculiar needs. 

The patients suffering from heart disease re- 
quire a method of management entirely different 
from the average run of patients. Here again it 
is desirable to have homes devoted exclusively to 
this type of patient. 

Orthopedic patients also require a different 
type of equipment and management; they also 
differ from other patients in the length of time 
required for convalescence. They are, therefore, 
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likewise better cared for in institutions especially 
designed for this type of work. 

Patients recovering from respiratory diseases 
are often a source of danger and annoyance to 
other patients. It is therefore desirable to segre- 
gate them either in separate homes or in a sep- 
arate pavilion of a large institution. Patients 
suffering from alimentary diseases or those re- 
quiring special diets are better cared for in insti- 
tutions that are equipped with dietary and 
laboratory facilities required for the care of this 
type of patient. 


What Is Best for Children 


Children fare better if segregated in separate 
institutions because of the different regimen re- 
quired for them; furthermore, the adult patients 
are usually disturbed by child patients treated in 
the same institution. 

In convalescent homes for adults it is desirable 
to have the two sexes treated in the same institu- 
tion, provided proper facilities and supervision 
can be provided. 

With regard to color no rule can be laid down. 
Each individual institution must decide whether 
the mixing of white and colored patients is to the 
best interests of those served. The need for con- 
valescent facilities for negro patients is generally 
recognized. 

In the segregation of cases it is desirable to pay 
attention to the habits and standard of living of 
certain types of patients. Segregation in this 
respect is desirable for the welfare of patients 
of refinement. 

Adequate facilities should be provided for pay 
patients of moderate means. Accommodations of 
this kind for children should likewise be provided. 

The problem of providing facilities for conva- 
lescent mothers with children is a difficult one. 
Arrangements for taking care of the children out- 
side should be made, and only if this is found to 
be impossible should children be accommodated 
with the mothers at the convalescent home. 

VI. The Relation of the Convalescent Home 
to the Hospital: There should be a continuity of 
treatment control in order that the interest of the 
individual patient be protected and the best re- 
sults obtained, particularly in surgical and 
cardiac cases. The hospital that is directly re- 
sponsible for the treatment of the case while the 
patient is under its roof is morally responsible 
for it when the patient is transferred by the hos- 
pital to a convalescent home. Each hospital 
should designate one or several of its junior at- 
tendants to serve during specified periods as 
liaison officers who would respond to calls by the 
convalescent homes for consultation in cases that 
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do not appear to be making satisfactory progress. 

VII. Administrative Management: 

1. Admission. After a definite policy has been 
adopted by each of the convalescent homes with 
reference to the types of cases they are equipped 
and ready to take care of, and this has become 
generally known, the hospitals may be relied upon 
to refer the proper types of cases to the convales- 
cent homes. There is no need for each conva- 
lescent home to have a city admitting office with 
a physician. Only cases that are referred through 
agencies other than hospitals should be made to 
undergo a physical examination in the city ad- 
mitting office. It is suggested for reasons of 
economy that several of the smaller convalescent 
homes might maintain a joint admitting office. 

It is also desirable that convalescent homes 
should maintain busses and be responsible for the 
transportation of patients to and from the conva- 
lescent homes, particularly in the cases of chil- 
dren. It might be practical for institutions in 
fairly close proximity to operate a bus service 
jointly. 

2. Discharge of Patients: No patient should 
be discharged except upon the recommendation of 
the visiting physician. Recalcitrant or otherwise 
objectionable patients should be sent back either 
to their homes or to the institutions from whence 
they came. 

3. Regimen: A carefully mapped out routine 
for the patients should be devised in consultation 
with the medical authorities of the institution. 
The medically prescribed play exercises and rest 
periods should be closely supervised, especially in 
the case of children and cardiac patients. The 
various chores that may be required of the patient 
should be included in the total amount of exercise 
prescribed. 


Records Are Important 


4. Records: In every convalescent home there 
should be kept a proper record of each patient. 
The record should include the findings of the 
physical examination and a chart of weight 
(which is particularly important in the case of 
children), a statement of the treatment and diet 
prescribed, and of any interruption in steady 
convalescence. In the institutions caring for spe- 
cial types of cases, such as children, cardiac and 
diabetic patients, the records should be more 
elaborate since they are important as an aid in 
the furthering of scientific knowledge. 

VIII. Social Service: As the majority of pa- 
tients come from hospitals and dispensaries, it is 
advisable that on discharge a record of progress 
be sent back to the hospital for special follow-up, 
as this may be of value to the medical authorities 
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in institutions from which the patients were re- 
ferred. When cases are referred by social agen- 
cies or private physicians, copies of the patients’ 
records should be forwarded to those who referred 
the cases. 

Convalescent homes should not attempt to do 
follow-up work, as this would be a duplication of 
effort and is the responsibility of the hospitals 
and the out-patient departments. 

The whole problem of institutional convales- 
cence is now up to the social engineers and the 
social workers as a challenge to their constructive 
endeavors. 





PROPOSE MINIMUM STANDARDS FOR 
OBSTETRICAL DEPARTMENTS 


In order to promote uniformity and a high standard of 
efficiency, in the obstetrical departments of approved hos- 
pitals, the following minimum standards for such service 
have been formulated and suggested to the American Col- 
lege of Surgeons: 

1. That there shall be a properly organized and 
equipped department of obstetrics providing adequate ac- 
commodation for patients and newborn, and that such 
physical arrangements provide for segregation of this type 
of patient from all others in the institution. 

2. That special facilities be available for the immediate 
segregation and isolation of all cases of infection, tem- 
perature and other conditions inimical to the safety and 
welfare of the patients in the department. 

3. That there shall be adequate and competent medical, 
nursing and non-professional staff to provide for efficient 
supervision, medical, nursing and other services. 

4. That there shall be readily available adequate labo- 
ratory and special treatment facilities under competent 
supervision and direction. 

5. That there shall be complete and accurate case rec- 
ords on all patients treated, these to include: Identifica- 
tion data; past history, with special reference to mens- 
trual functions, pregnancies, miscarriages, labors, if any, 
and general health; family history; history of present 
condition; report of physical examination, including par- 
ticularly general examination with special examination of 
abdomen to determine duration of pregnancy, position of 
child, measurements, condition of soft parts, or any ab- 
normalities that might be present; laboratory or other 
special examinations; provisional diagnosis; indications 
for operative procedures when carried out; history of 
labor; final diagnosis; post-partum progress, and condition 
on discharge as revealed through examination. 

6. That no obstetrical operative procedures shall be 
carried out unless there has been a consultation and in- 
dications for such interference duly recorded on the pa- 
tient’s record, excepting in cases of emergency when time 
will not permit. 

7. That the medical staff shall thoroughly analyze and 
review each month the clinical work of the department, 
with particular consideration of deaths, infections, com- 
plications or such conditions as are not conducive to the 
best end results. 

8. That all student nurses, where practical and possible, 
be given theoretical instruction and practical experience 
in prenatal, parturient and post-partum care of the pa- 
tient, as well as the care that is necessary for the newborn. 
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A TEACHING HOSPITAL THAT INCORPORATES 
NEW IDEAS 


By Albert Kahn, Architect, Detroit, and Christopher G. Parnall, M.D., Rochester, N. Y. 


HE completion of the hospital at the Uni- 

versity of Michigan, Ann Arbor, Mich., rep- 

resents the consummation of a _ building 
program initiated in 1917 when an appropriation 
of $325,000 was obtained from the state legisla- 
ture as the first of three like sums that were to 
have been available at two-year intervals for the 
building of additional hospital facilities. 

The first plan proved to be inadequate and the 
contemplated amount of money insufficient, so 
that the program had to be revised and instead of 
a million dollar structure, one ultimately costing 
$3,800,000 was designed in order to meet the 
demands for hospital service that the University 
of Michigan was expected to supply. 

Two main considerations had to be taken into 
account in designing the new buildings; first, the 
need for additional beds for clinical instruction 
in connection with the medical school and, sec- 
ond, the need for sufficient capacity to care for 
the increasingly large number of patients who 
come from all over the state, and especially those 
sent in under the statutes of 1913 and 1915, which 
provide for the care of indigent poor at state or 
county expense. 

The writers were cailed upon early in 1918 to 
design a general hospital that would meet the 
above requirements. There were few precedents 
to guide them and no well established principles to 
follow in the planning of a great teaching hos- 
pital. Of a number of recent hospital develop- 


ments in connection with medical schools, this 
was the first. Consequently, much time was taken 
up in considering various building schemes and in 
the arrangement of details after the general lay- 
out had been decided upon. 

The most feasible location was on a large plot 
of ground having a rather steep northern slope. 
In planning the buildings it was desired to secure 
the maximum of air and light. Numerous com- 
binations of wards and rooms were considered, 
but it was felt that for teaching purposes a mod- 
erate sized open ward unit, with a sufficient 
number of private and semi-private rooms in 
close proximity, offered advantages over small 
wards of from four to six beds. Experience in 
the old hospital showed that patients preferred the 
larger wards when not acutely ill. Consequently, 
with private and semi-private rooms for the re- 
cently operated upon surgical cases and the acute 
medical cases, a larger capacity could be obtained 
at less cost by using wards of eighteen beds for 
convalescent patients, patients being prepared 
for operation or those with relatively minor ill- 
nesses. 

Teaching methods and hospital practice have 
undergone so many changes that every effort was 
made in the designing of the building to provide 
an elastic plan. For instance, with little change, 
the large eighteen-bed wards can be converted 
into six wards of four beds each. Conduit was 
specified to care for any one of a number of dif- 
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Operating room, with green tiles and gray walls. 


ferent electrical installations. Laboratory units 
were standardized as far as possible. The ar- 
rangement of rooms was such as to permit of 
changes in function as future needs might require. 
The capacity of the hospital is 700 beds. Fu- 
ture expansion was provided for by making the 





foundations and walls strong enough to carry four 
additional stories. 

The buildings as completed are a connected 
group, consisting of a small administration build- 
ing of three stories in front, a main stem with 
ward wings in the form of the branches of a “V” 


Typical eighteen-bed ward. 
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On the right is shown 
the sun parlor and 
below the adminis- 
tration building. 
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at each end, and in the rear a building designed 
particularly to include space for teaching rooms, 
laboratories, operating rooms and other special 
services not connected directly with the bed care 
of patients. An extension of the connection be- 
tween the main stem and the last building above 
mentioned, provides, on a typical floor, for a lim- 
ited number of small isolation rooms on one side 
of the corridor, and on the other, demonstration 
rooms for groups of students, to which patients 
can be moved. 

The main entrance to the hospital is so arranged 
that patients are diverted to the registration lobby 
by means of an easy ramp, while access to the 
administrative offices is by the main stairway. 

Perhaps the most interesting feature of the 
hospital is the combined diagnostic unit and out- 
patient department. Instead of planning a sepa- 
rate wing with a number of floors, it was decided 
to utilize one entire floor of the connected hospital 
group for the admission and examining of 
patients. On this floor the various services of 
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the hospital have exam- 
ining rooms and ample 
provision is made for the 
accommodation of  stu- 
dents in this section. 
Here also are the offices 
of the medical staff. 

It was felt that the 
arrangement all on one 
floor for the admission 
of patients, out-patient 
examinations and teach- 
ing of undergraduate 
students and headquar- 

ix. ters for the staff would 

have many advantages 
over a multiple-story plan. Patients may readily 
be referred from one clinic to another, are easily 
directed by the clerks at the control desks and are 
not confused or delayed by having to take ele- 
vators. A large percentage of the patients are 
from rural sections and are not accustomed to 
the use of elevators, and time is saved both for 
them and for the hospital employees in the one- 
floor arrangement. Furthermore, medical con- 
sultations between services are made easier by 
this plan. 

Centrally located is a large record room for 
patients’ histories. The unit history system is 
used and all records, both of in-patients and out- 
patients, are filed in this record room. Distribu- 
tion of records from the record room to the 
various out-patient department units is effected 
by means of a pneumatic tube system. Provision 
is made on the second floor level for a students’ 
locker room and lounge, and there are numerous 
demonstration rooms accommodating groups of 
from fifteen to thirty students. Only small groups 
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of students need be in the corridors of the hos- 
pital proper at any time. The various teaching 
units are so placed that it is not necessary, in 
order to go from one to the other, to pass through 
the corridors in the ward section. 

A very extensive x-ray department is on the 
floor below the diagnostic unit, accessible for both 
in-patients and out-patients. The laboratory 
arrangement provides small laboratories in con- 
nection with the wards for the use of house offi- 
cers, and in the out-patient clinics. A central 
hospital clinical laboratory is provided for the 
more elaborate chemical and biological tests, 
while research laboratories are available for the 
members of the staff who are working on special 
problems. 

The hospital is not primarily for private pa- 
tients but provision is made for approximately 
100 in small single rooms, each with its own 
lavatory. On the medical ward floor is a meta- 
bolism kitchen and a small dining room for the 
use of out-patients under observation, and also 
for ambulatory cases in the wards. In the culi- 
nary department is a pay cafeteria for the use 
of employees. This has worked out satisfactorily 
and has overcome some of the objections usually 
encountered in the feeding of employees. In the 
corridor, at the convergence of the ward en- 
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trances, special acoustic treatment has been used, 
which eliminates the usual reverberation so an- 
noying in most concrete and steel buildings. 
The water supply being extremely hard, the 
double problem of economy and a satisfactory 
quality of water was solved by the use of tem- 
pered, softened water in all laboratory fixtures. 
This water is simply heated to a comfortable tem- 
perature for washing, automatically controlled, 
and supplied through a spring foot valve in the 
floor. This valve is a new type, has a removable 
seat and is easily kept in order. Refrigeration 
for the storage of food and for the various diet 
kitchens is provided by two machines aggregat- 
ing eighty tons capacity. The location of the 
hospital in a town of only 25,000 population 
necessitates large storage capacity, and car load 
purchases result in a marked saving in buying. 
The total cost of the hospital amounted to 
$3,400,000, the cost per cubic foot being $0.61, and 
the cost per bed $4,869. This is exclusive of 
equipment, which cost approximately $500,000. 
The cubic feet capacity is 5,600,000, the percent- 
age of space for teaching being one-third of the 
total area. The area of a typical floor is 44,880 
square feet and the lineal feet of corridors is 
5,650. There are 2,217 window openings and 
1,270 doors throughout the entire building. 
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HOW SANATORIUM PATIENTS ARE ADMITTED 
AND THEIR DAILY SCHEDULE” 


By Ernest S. Mariette, M.D., Superintendent and Medical Director, Glen Lake Sanatorium, 
Oak Terrace, Minn. 


years, during which time tuberculosis hos- 

pital sanatoriums have increased from 100 
to more than 600, with over 300 of these sup- 
ported by public funds, warrants some definite 
conclusions concerning the rules of admission to 
a city and county hospital sanatorium. 

Pioneers in the sanatorium movement felt that 
the chief purpose of a sanatorium should be the 
care of the individual, that is, the care and treat- 
ment of the early case. They even went so far 
as to discharge cases that did not do well. While 
the sanatorium treatment of early cases is still 
a prime necessity, the public health idea or the 
hospitalization of the open case for preventive as 
well as curative purposes is growing more and 
more popular. 

For the purpose of this paper I shall assume 
that the aim of the institution shall be primarily 
to act as a center for the segregation of the foci 
of infection, and, in addition, to provide a place 
where the tuberculous of the community can re- 
ceive care and treatment with an opportunity to 
recover from their disease, or, if recovery is im- 
possible shall receive as humane care as possible 
during their terminal illness. 


Fr years, durin gained in the last twenty-two 


Give Preference to Urgent Cases 


The more recent laws governing admission of 
patients to a city and county hospital sanatorium, 
of which the Minnesota law is a good example, 
recognize that the welfare of the community has 
precedence over the welfare of the individual, but 
that the individual should not be overlooked. 
Therefore, these laws specify that any type of 
tuberculosis, that is pulmonary or extra-pulmon- 
ary, in any stage, early or advanced, open 
(infectious) or closed (non-infectious), may be 
admitted for either segregation or care and treat- 
ment; but that preference must always be given 
to the more advanced or urgent case. Hence, any 
hospital while acting primarily as a center of 
segregation for the open case, can, if large enough, 
care for the early case as well. 

If a hospital is to act effectively as a center for 
the segregation of the infectious case, the patient 
must be cared for over a considerable period of 


*This is the seventh of a series of articles to appear in succeeding 
issues of THE MoperRN Hospita, dealing with the planning, equipment, 
organization and operation of tuberculosis sanatoriums and preventor- 
jums. This series is prepared under the direction of Robinson Bos- 
= M.D., Rockford Municipal Tuberculosis Sanatorium, Rockford, 

nois. 


time. Therefore it is obvious that a community 
can derive no value whatever from the care of the 
terminal case, that is, one who dies within a few 
hours or a few weeks after admission. As a focus 
of infection such a case has been active for a long 
time, and has already done all the damage possible. 
The main consideration in such a case is humane 
care during the patient’s few remaining days. If 
it is impossible for him to obtain this in his home 
then he should be admitted to the sanatorium. 


Length of Stay to Be Indefinite 


Whenever there is a waiting list that necessi- 
tates a selection of patients, the more urgent case 
can be more intelligently determined if all admis- 
sions are made through an out-patient depart- 
ment. Otherwise each physician will urge that 
his case should be hospitalized before the others. 

The length of time a patient may receive care 
in a sanatorium should not be limited by law. 
Tuberculosis is a chronic disease and if either the 
patient or the community is to derive any benefit 
from sanatorium treatment it should be carried 
out over a fairly long period of time, varying with 
each individual case. The aim of the institution 
should be to hospitalize all patients until they can 
be returned to the community with safety to the 
public and to themselves. Anything less would 
mean that the hospital was not acting effectively 
as a center for the segregation of the infectious 
case, and that the care and treatment afforded 
patients were not continued long enough to give 
reasonable assurance against relapse. Therefore, 
the length of stay of all patients should be indefi- 
nite and should depend solely upon their individual 
response to treatment. 

This brings up the question of the size of the 
sanatorium or the number of beds any community 
should provide for the hospitalization of its tuber- 
culous cases. The old standard of one bed per 
death was accepted when sanatoriums were at- 
tempting to care for the early case, and where the 
patient’s stay was limited. It seems scarcely ade- 
quate now that we are caring for a different type 
of case. One community has about three beds for 
each death and still has a waiting list. I know of 
no community that has as yet attempted to pro- 
vide one bed for every case that applies. It 
would hardly seem wise to do so in the face of 
the rapid decline in the death rate which has fallen 
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from 212 per 100,000 in 1900, to 89 per 100,000 
in 1925. 

In determining whether non-residents of the 
sanatorium district shall or shall not be admitted 
it must first be decided whether the city and 
county sanatorium is to be a part of a state-wide 
program for the hospitalization of the tuberculous 
or whether it is to be merely an independent 
locally operated sanatorium. 

Tuberculosis is a universal disease and the prob- 
lem of its control extends far beyond the confines 
of any city. Therefore, except possibly in the 
case of very large cities which are in a class by 
themselves, there can be no logical argument for 
an independent sanatorium. The city and county 
sanatorium as a part of a state-wide program 
should permit the admission of any resident of 
the state but should always give preference to a 
resident of the sanatorium district. The resident 
of the county, outside of the sanatorium district, 
would, of course, be admitted on a pay basis ap- 
proximating the daily per capita cost of the 
sanatorium. 

Because the public health aspect of the sanato- 
rium should predominate over the rights of the 
individual, provision should be made for the care 
of the so-called transient who is temporarily re- 
siding within the confines of the sanatorium dis- 
trict. Such a case in an emergency should be ad- 
mitted to the sanatorium at once, and the question 
of legal residence determined later. If this can 
be established in some other county, then the case 
should either be returned to that county or cared 
for in the sanatorium at the expense of the other 
county. 


Admission Should Be Voluntary 


Admission or commitment to a sanatorium 
should always be voluntary. Many will argue 
that when a patient is in the advanced stage of 
the disease and is a source of infection, he should 
be compelled to enter a sanatorium. Experience 
has shown that this does not work out satisfac- 
torily. Human nature is the determining factor 
here. People do not want to do what they are 
compelled to do and often will not go to a doctor 
because they are afraid he will compel them to 
enter the sanatorium. Hospitals where compul- 
sory admittance was attempted have later re- 
turned to the voluntary method, although it is 
generally admitted that the legal restrictions have 
a restraining influence on the dangerous or care- 
less patient. 

While no case should be denied treatment be- 
cause of lack of funds, still provision should be 
made whereby those who can afford to do so 
should pay for their care in the sanatorium in 
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proportion to their means up to the actual cost. 

Inasmuch as tuberculosis is a universal disease 
and has a public health aspect, there are persons 
who believe that sanatorium treatment should be 
as free as education. But there is a difference. 
While the school merely provides education and in 
a few cases goes so far as to provide free lunches 
and rest rooms, the sanatorium provides medical 
and nursing supervision, and in addition, houses 
and feeds its patients. Because of this extra func- 
tion others maintain that if possible a patient 
should pay the food cost at least, or, what it would 
cost to feed him in his own home were he not 
admitted to the sanatorium. 


How Shall Charge Be Fixed? 


In arriving at a fair charge one should remem- 
ber that the length of stay may be long, up to sev- 
eral years, making the problem of pay much more 
serious than if the stay is to be only a few weeks. 
This is especially important when the wage-earner 
is the one to be hospitalized. The exact amount 
to be paid by any individual should be left to the 
jurisdiction of the board in charge of the sana- 
torium. It cannot be fixed by law. The law can, 
however, fix the maximum charge if it seems best 
to do so. 

Whenever the city and county sanatorium is a 
part of the state-wide program for the hospital- 
ization of the tuberculous, the state should help 
each sanatorium district in the care of its tuber- 
culous by paying the sanatorium a specified sum 
for each free case. This varies in different states ; 
in Minnesota it is five dollars per week. 

Because of the nature of tuberculosis more can 
be accomplished for future generations by the 
prevention of “adult” tuberculosis than through 
attempts to cure it. Therefore, every sanatorium 
should make some provision separated from the 
adults, of course, for the care of children with 
tuberculosis. This is to be determined according 
to the diagnostic standards adopted by the 
National Tuberculosis Association. 

Children with pulmonary tuberculosis should 
be admitted on the same basis as adults. 

The rules of conduct for patients in a city and 
county sanatorium hospital are of the utmost 
importance because in many institutions patients 
remain on an average of eight or ten months, and 
much of this time they are up and about with 
nothing much to do. 

The average adult is used to settling affairs for 
himself and determining his own line of conduct. 
Moreover his life in the active, competitive world 
has afforded him, in addition to a marked degree 
of independence, an outlet for his energy. The 
change from that type of life to the docile, phleg- 
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matic, closely supervised and regulated life of the 
tuberculous individual is marked and often irri- 
tating. To make this change satisfactorily re- 
quires patience on the part of the staff and the 
patient. Many have said, “We are serious minded 
adults who wish to get well. Why is it necessary 
for us to conform to all these rules?” Therefore 
the manner in which these rules are presented 
will have a great deal to do with the manner in 
which they are accepted and the degree to which 
they are observed. 


Explain Purpose of Rules 


A frank talk with the patient when he is ad- 
mitted will go far to put him in the proper mental 
attitude. While we realize there is nothing quite 
so boresome as rules, nevertheless in any associa- 
tion of people there must exist laws defining the 
limits of individual liberties, otherwise chaos and 
anarchy result. 

“Your sanatorium,” it should be explained, ‘‘has 
prepared its own code of laws for your guidance; 
and while ‘thou shalt’ and ‘thou shalt not’ have 
been kept in the background, they cannot be 
entirely ignored. The rules should be regarded 
not as automatic, arbitrary restrictions prepared 
solely for the purpose of making the sanatorium 
run smoothly, but as the natural and normal reg- 
ulations essential to your welfare as long as you 
are a patient in this sanatorium or have tuber- 
culosis, and for some time afterwards, if you wish 
to retain your health. 

“You became a member of this community of 
your own free will; you can leave any time you 
wish; but while you are here you should make up 
your mind to get all you can out of it. Otherwise, 
you, rather than the institution, will be the loser. 

“Your sanatorium is a school and hospital for 
the education and treatment of people who are 
sick with tuberculosis. Its only excuse for exist- 
ence is to restore you to health and the social 
status of a wage-earner in the shortest possible 
time. 

“Everything worth having costs something. 
To regain your health you will have to pay the 
price of strict adherence to the routine and regu- 
lation of the sanatorium. Is your health worth 
it? Surely it is. You can no more expect to win 
in this fight against tuberculosis without the aid 
of your physician than a football team could win 
without its coach. 

“Every activity of the hospital is centered about 
making it as easy as possible for you to travel on 
the road to health. We have tried to develop in 
this sanatorium a spirit of peaceful endeavor, 
helpfulness, earnestness, good humor, kindliness, 
tolerance and forbearance. Develop that spirit in 
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yourself and as far as possible in the entire insti- 
tution. 

“Heaven and the sanatorium help those who 
help themselves, but neither heaven nor the sana- 
torium can help an unwilling patient.” 

The two “R’s,” rest and regulation, are the 
foundation of the tuberculosis cure. The regula- 
tion may mean simply rest, more rest, or absolute 
rest; it may mean a little exercise, more exercise, 
or unlimited exercise. 

Ambulant patients are not allowed to get up 
before 6:30 a.m. and must be up by 7 a.m. They 
are expected to take a cold chest bath every morn- 
ing and to be ready for breakfast by 7:30. After 
breakfast, beds are to be made and personal be- 
longings put in order. Shaving is to be done in 
this period. All these things must be done before 
9:00 a.m. 

From 9:00 to 11:15 a.m., the patients rest or 
exercise as prescribed by the physician. Rest 
means lying in bed in the ward or on the porch. 
It does not mean playing chess, checkers, or cards, 
except single solitaire; but the patient may read 
or knit in moderate amounts upon permission. 
After rest hours the beds are to be straightened 
up and the wards left in an orderly condition. 


Rest Hours Essential 


There is a morning lunch at 10:00 a.m. for 
those who are under weight. Otherwise, this 
between-meal lunch is given only upon the order 
of the physician. 

From 11:15 to 11:45 a.m. is rest hour. No 
talking, reading, or knitting is allowed during any 
rest hour. Each rest hour is to be spent in bed. 
At 11:45 patients are expected to get ready for 
dinner. At this time both sexes may gather in 
the lobby for a short social period before dinner, 
which starts at 12:15. 

Another rest hour for all patients begins at 
one o’clock and lasts until 3:00 p.m. The same 
rules apply and the patient is to sleep if possible. 
There is an afternoon lunch at 3:30 p.m. for those 
who are under weight. Then from 3:15 to 5:00 
patients may rest or exercise as prescribed by the 
physician. 

At 5:00 p.m. all patients prepare for supper 
and may gather again for a short social period, 
with supper at 5:30. From 6 to 7 p.m. there is 
another rest hour unless otherwise ordered by the 
physician. During this period patients are to lie 
quietly in bed with the lights out, but radio con- 
certs will be broadcasted at this time. 

All ambulant and semi-ambulant patients are 
urged to gather in the auditorium for an hour 
of social intercourse during their recreation hour 
from 7 to 8 p.m. Evening lunch is served from 
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8 to 8:30, and lights are all turned out at 9 p.m. 

It must be noticed that the effectiveness of 
heliotherapy depends upon the sunshine, conse- 
quently it is given at any time during the day 
when the sun is shining. Rest hours will be taken 
when heliotherapy is finished or when it is 
cloudy. 

We designate as ambulant a patient who goes 
to the main dining room for three meals a day 
and is on exercise. A semi-ambulant patient is 
one who goes to three meals a day but has no 
other exercise. All ambulant and semi-ambulant 
patients, unless otherwise ordered, are to make 
their own beds. 


Rules for Bed Patients 


all patients who do not go to the main dining 
room for three meals a day are classified as bed 
patients. Some are classified as strict bed 
patients, and as such are not to leave their beds 
for any purpose. Others are bed patients with 
one, two, or three bathroom privileges. Such 
patients are to leave their beds only to go to the 
washroom and otherwise only upon special per- 
mission from their physician. They are not to 
visit from room to room or walk around the cor- 
ridors or to leave their beds when they have 
visitors. 

The daily schedule for children is as follows: 
Breakfast at 7 a.m., followed by a rest period of 
one-half hour. 

At 8 a.m. they either have school work or sun 
treatment. During the summer all children re- 
ceive three hours of sun treatment, divided into 
two periods of one and one-half hours each, fol- 
lowed by a rest period of one-half hour. Some 
school work is given during the sun period. Arti- 
ficial light treatment of one-half hour periods, fol- 
lowed by one-half hour rest periods is given 
during the rest of the year. During this period 
the school work takes up most of the morning, 
and in general is made up of two hours of aca- 
demic work and one hour of occupational therapy 
work, together with a supervised study period 
when it is necessary. 

There is a morning lunch at 10:00 a.m. Dinner 
is served at 12 o’clock, and is followed by a rest 
period from 1:00 to 3:00 p.m. There is an after- 
noon lunch at 3:00 p.m. From 3:00 to 5:00 p.m. 
the children have an outdoor recreation period 
under the supervision of teachers. Occasionally 
school work is done during this period. 

Supper is served at 5:00 p.m. and 5:30 to 6:30 
p.m. is another rest hour unless otherwise ordered 
by the physician. Evening lunch is served at 
7:00 p.m. From 7:00 to 8:00 p.m. is another 
recreation period. This is supervised three eve- 
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nings each week by one of the teachers. The 
small children of school age go to bed at 8:00 p.m. 
and the larger children at 8:30 p.m. 

As rest is the most essential factor in the treat- 
ment of tuberculosis, every patient is put to bed 
on admission to the sanatorium. Each patient 
should be confined in a single room while nose 
and throat cultures are taken, to rule out the 
presence or absence of diphtheria. Later he may 
be moved to another room where there are other 
patients. 

Hazing of the new arrivals seems to be prac- 
tically a universal custom in colleges and sana- 
toriums. It is frowned upon and discouraged in 
colleges, but there is an additional reason why it 
should not be tolerated in tuberculosis hospitals. 
Entering patients are usually depressed enough at 
having to leave their homes and face the pros- 
pects of a year or more of segregation and treat- 
ment, without being scared by tales, usually 
untrue, of people who have just died. In one 
instance a patient had a hemorrhage shortly after 
being frightened as a result of hazing. The 
patient was not touched during this particular 
hazing episode. 

Care of the teeth is even more important in a 
sick person than in one who is normal, conse- 
quently, scrupulous care is insisted upon and 
careful attention is given to all mouth infections. 

Much may be said for and also something 
against the treatment of men and women in the 
same sanatorium. It is difficult to make exact 
rules for what is best covered by good sense and 
good breeding, but any overstepping of the 
bounds of propriety will be met by stringent re- 
strictions. Definite “pairing off” is always dis- 
couraged and may have to be dealt with by 
dismissal. The proper meeting place for men and 
women is in the general assembly room. Patients 
are not allowed to go walking with other patients, 
employees or nurses of the opposite sex. 


Complaints Should Be Made at Office 


Noisy or boisterous conduct is not consistent 
with the purposes of the sanatorium and injures 
the progress of all concerned. Profane or obscene 
language will not be permitted. Anyone whose 
behavior is obnoxious to others may be discharged 
at any time without notice. 

The bringing in or the use of alcohol in any 
form is absolutely forbidden. Any infringement 
of this rule leads to discharge and legal prose- 
cution. 

Beneficiaries of the United States Veterans 
Bureau are under exactly the same routine and 
regulations as the civilian, and are admitted, 
treated and discharged in exactly the same way. 
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Patients are urged to make any complaints to 
the office, where they will be treated courteously 
and confidentially. 

Tuberculosis is caused by the tubercle bacillus 
which is spread by or through the excreta of peo- 
ple and animals who are ill with it. Human 
sputum and cow’s milk are by far the most com- 
mon sources of infection, and of these two, human 
sputum is the cause of most of the disease in 
human beings. 


Patient Must Protect Himself 


For that reason it is of the utmost importance 
for the patient to learn to protect himself and 
others. He should be trained so that the most 
painstaking care in coughing becomes automatic. 
The paper napkin, not cloth, which is unsanitary, 
should be used once to cover the face when cough- 
ing and sneezing and then disposed of by putting 
it into a paper bag which is kept in the room for 
that purpose. If the patient is anywhere else he 
should wrap the soiled napkin in a fresh one and 
put it in his pocket. 

Expectoration should always be into the sputum 
cup and not into a paper napkin. Whenever the 
patient leaves his bedside he should carry a pocket 
sputum cup and never in any case expectorate on 
to the ground. Never, on any account, should 
one swallow the sputum. It may lead to intes- 
tinal tuberculosis. 

The only cough of any value is that which 
brings up sputum. Unnecessary coughing is one 
of the most harmful forms of over-exercise; it 
irritates the throat and may lead to disease of the 
larynx. Practice and will power help to suppress 
a cough. Real rest, mental and physical, includ- 
ing silence, is one of the best cures known for a 
cough. 

The use of tobacco in any form has a harmful 
effect upon the tuberculosis process in the lungs, 
because of the action of tobacco upon the cardiac 
and respiratory systems. The cardiac rate is 
increased, interfering with the formation of 
fibrosis upon which the cure of tuberculosis de- 
pends. In fact, snuff is so harmful that patients 
who were on the road to recovery can date their 
decline from the day they began to use it. People 
should not be discharged if this rule is broken, 
however, because the use of tobacco and snuff is 
such a universal habit that it may be difficult for 
some to give it up. 

Some doctors believe that visitors in a tuber- 
culosis hospital should be limited to two after- 
noons a week, while others believe that short 
visiting hours every afternoon and evening are 
more satisfactory. Local conditions will-have to 
determine which of the two plans shall be adopted 
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and whether a compromise should be arrived at. 
At Glen Lake Sanatorium the visiting hours for 
adults are from 3:30 to 5:00 p.m. every day, and 
from 7:15 to 8:15 p.m. Because most of the chil- 
dren are in school, it has been found advisable to 
limit visiting hours in their building to 3:30 to 
5:00 p.m. on Saturdays and Sunday afternoons 
only. 

Talking and visiting takes strength and energy 
which the patient sometimes can ill afford to give, 
consequently visitors’ hours may be curtailed if 
the physician feels that the regular hours are 
longer than the patient’s physical condition war- 
rants. 

Ambulant and semi-ambulant patients may 
obtain written permission to visit infirmary 
patients when not inconsistent with the condition 
of health of the infirmary patient. 

Visitors are not supposed to bring food to the 
patient except upon permission from his physi- 
cian. 

No children under six years of age are allowed 
to visit in the rooms, and it would be far better 
if they were not brought into the building at all. 
Although every effort is made to keep the sana- 
torium as clean as possible, there will always be 
with us patients who are careless, and children 
who have no fear of dirt cannot possibly realize 
the danger of infection. Of course, parents wish 
to see their children, but if they really love them 
they will do everything possible to minimize the 
danger of infection and not permit them to be 
brought into any tuberculosis sanatorium. 


Entertainment for Patients 


There is a difficult period to bridge over when 
the patient is removed from active, independent, 
physical life to the phlegmatic, dull routine of a 
sanatorium. If he is exceedingly ill the time may 
not pass so slowly, but once he begins to get well 
his thoughts will turn to the question of how to 
pass his time. 

Patients usually have a good time at a sana- 
torium. In fact, we attempt to give them as good 
a time as they can stand, at the same time real- 
izing that a good time was not the object of their 
coming. At first, only a moderate amount of 
reading is permitted. Even too active a corre- 
spondence with relatives or friends may be harm- 
ful. The patient should not write as much as one 
letter a day if his temperature is over 101.5°. 
Excitement of any sort increases the pulse rate 
and respiratory rate, and is to be avoided. This 
includes gambling of any sort, bridge, whist, and 
poker. 

If there is a radio outlet beside each bed, the 
patients are encouraged to make as full use of 
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the radio as their physical condition and the hos- 
pital routine will permit. Radio should be turned 
on from 7 a.m. to 9 p.m. except from 11:15 to 
11:45 a.m. and from 1:00 to 3:00 p.m. 

Occupational therapy is exceedingly valuable 
during the long convalescence and the patient is 
urged to make as much use of it as he safely can. 
We interpret occupational therapy to mean any 
useful occupation, carried on under medical super- 
vision of course, from the making of articles to 
pursuing a course of study. Within prescribed 
limits, the patient may make as much use of the 
library as he cares to. 


Exercise Must Be Regulated 


It is of the utmost importance that exercise 
should be carefully regulated from the beginning 
to the end of treatment. First exercise will nat- 
urally consist of going to the bathroom. Later 
the patient may go to the dining room for one 
meal a day, gradually increasing to two and finally 
to three. When this regimen has been proved 
safe, he may be assigned to walking exercise and 
to some useful work around the hospital. Those 
on walking exercise are required to spend the en- 
tire time walking, not part of it riding. Unless 
sent on errands, patients are not allowed in the 
laundry, the engine room, the storehouse, butcher 
shop, pasteurization plant, laboratory, the animal 
room, the kitchen or dining rooms, except at 
mealtime. 

As the essence of sanatorium life is regulation, 
patients are required to sign out and in whenever 
leaving the ward or building for meals, exercise, 
or errands. ; 

Riding privilege is limited to one hour a day 
and will be granted to ambulant and semi-ambu- 
lant patients only on the recommendation of the 
staff physician. 

A ten-hour leave of absence once a month, de- 
pendent upon good behavior, will be granted to 
all patients who are taking a half-hour of exercise 
or more. A patient who is taking this amount of 
exercise, and has been in the sanatorium for six 
months, may, with the consent of his physician, 
be granted an extra day’s leave in town. An 
extra day may also be allowed at Thanksgiving or 
Christmas for those who can take it without harm 
to themselves. We have to grant leaves most 
carefully, for the patient may undo in one week 
more than he has accomplished at the sanatorium. 

At all times patients should be urged to take 
pride in the sanatorium, keeping it tidy and at- 
tractive both inside and out. They should also be 
encouraged to take pride in their personal appear- 
ance and to acquire a feeling of personal obliga- 
tion in guarding the welfare of others. 
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HOW AN ENDOWMENT WAS CREATED FROM 
AN EMPLOYEE'S SAVINGS 


How hospitals may obtain an endowment fund from a 
small sum accumulated from the earnings of an indi- 
vidual, in this case an employee, is illustrated in the 
example of the recent fund of $7,000-that has been 
donated by Lydia A. M. Dueker, an employee of the Meth- 
odist Episcopal Hospital, Omaha, Neb. The fund has been 
presented to the hospital with the intention that it be 
increased ultimately to $40,000, to be used to establish the 
Mary M. Dueker Chair of Teaching in the school of nurs- 
ing of the hospital and deaconess home, in memory of the 
donor’s sister. 

The story of how the fund was accumulated is inter- 
esting as an example of what has actually been saved by 
a hospital employee who received a wage of only four- 
teen dollars a month and maintenance. The $7,000 fund 
was thus accumulated from this wage by the late Mary 
M. Dueker, a deaconess of the hospital, over a period of 
twenty-seven years. After her graduation from the hos- 
pital training school, she served eight years as a head 
nurse and principal of the school of nursing, ten years as 
surgical supervisor and eight years as supervisor of the 
eye, ear, nose and throat department. Upon her death, 
August 6, 1926, she willed her estate of $7,000 to her sis- 
ter, who in turn has donated the sum to the hospital, plus 
the sum of $643 which was taken from the fund, upon the 
death of Mary M. Dueker, for funeral expenses. 





WORKMEN'S COMPENSATION IN THE STATE 
OF MASSACHUSETTS 


Prior to the law which became effective in 1912, the 
common law and liability act of the State of Massa- 
chusetts gave rights to about 10 per cent of the injured 
and that with difficulty, according to Joseph A. Parker, 
Massachusetts Industrial Board, who presented the 
Workmen’s Compensation Act to that body in 1905. 

In 1914 under protest by manufacturers, a first-aid kit 
valued at $5 was put in most of the manufacturing plants. 

Under the compensation act the employee now has 
compensation, unless the reason for his injury is his own 
wilful misconduct, and the compensation entitles him to 
medical attention for the first two weeks after injury or 
a longer period at the discretion of the industrial accident 
board. 

Because of so many injuries requiring more than two 
weeks’ care, termed “unusual cases,” the industrial board 
in 1914 requested the legislature to give the board au- 
thority to require the payment of bills for medical treat- 
ment beyond the first two weeks after injury in “unusual 
cases” when the injury is so serious as to require and 
warrant such additional medical treatment. The legis- 
lature did not adopt the recommendation in its entirety, 
and did not give the board authority to require the in- 
surer to pay such expenses beyond the first two weeks. 

The statute does not authorize charges to be defrayed 
by the insurer when the injuries suffered by employees re- 
quire them to remain in hospitals and when they need the 
services of physicians for a much longer period than two 
weeks. These injuries may be unusual in the sense that 
they do not occur under ordinary circumstances, yet they 
are not termed unusual cases in the statute. 

Compensation is protected by the insurance company 
which can and does investigate each case but cannot dis- 
criminate because the Supreme Court rules that all em- 
ployees are insured. 
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Physiotherapeutic 
Equipment 
in Different 
Hospitals 








Above, deep therapy room at Wes- 
ley Hospital, Chicago; upper right, 
radiographic and fluoroscopic room, 
St. Francis Hospital, Peoria, Iil., 
lower right, ultraviolet therapy, 
physical therapy department, 
Washington Park Hospital, Chi- 
cago. 
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THE RADIUM DIVISION 


N THE preceding issue of THE MODERN Hos- 
| PITAL the organization of the radiological 

department and the methods employed therein 
were discussed. It will be remembered that this 
department was considered as consisting of two 
divisions, those of x-ray and radium. The major- 
ity of hospitals possess the former but not the 
latter facilities. However, as a matter of general 
information, and in order to complete the discus- 
sion of the use of x-ray and radium in the hospital, 
a description will be given here of the organiza- 
tion and functioning of the radium division, and 
a brief comment will be made upon the nature 
and therapeutic use of the element—radium. 

Radium was first extracted from rock deposits 
by M. and Mme. Curie, in 1910, although the pres- 
ence of some radio-active substances in uranium 
was announced by Professor Becquerel of Paris 
in 1896. Since that time it has been found that 
radium is present in not only all pitchblende ores, 
but also in minerals containing uranium. 

Of course the element radium (ra.) occurs in 
very small amounts in these ores. For example, 
in ores that until recently were considered rich 
in radium, it requires 300 tons of carnotite—a 
uranium ore—to produce one gram of radium. 
The relative amount of radium occurring in these 
ores can be better understood when it is remem- 
bered that it requires about thirty grams to make 
one ounce. 

Radium-containing ore is rather widely distrib- 
uted in Nature, being found in Bohemia; in Corn- 
wall, England; in Colorado and Utah in the 
United States, and in South Africa. 

In the Colorado deposit, it has been estimated 
that there exist about 4,000 tons of uranium, from 
which may be extracted at least 1,000 grams of 
radium element. 

The extraction of radium from ore is an ex- 
ceedingly complicated process. It has been esti- 
mated that the amount of chemicals required in 
this extraction almost equals the quantity of ore 
from which the radium is to be extracted. 

This process includes the crushing of the ore; 
its physical and chemical treatment, and finally, 
after many intricate and time-consuming chem- 
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ical procedures have been completed, the radium 
remains in the form of radium bromid. Radium 
bromid and chlorid are the salts most commonly 
employed in medicine and are soluble in water, 
while the sulphate and the carbonate are not. 
The salt that is to be used is often chosen from 
the standpoint of solubility. For example, the 
insoluble sulphate is employed in tubes, toiles and 
plaques, while soluble preparations are used when 
the gas is to be extracted by means of a vacuum 
pump. It is of interest to all hospitals to know 
that the recently discovered ores in South Africa 
are rich in radium, only about fifteen tons of 
which are required to produce one gram of the 
element. The price of radium, as a result of this 
latter discovery, has fallen considerably during 
the past year. Whereas heretofore the price has 
averaged about $100,000 a gram, radium now can 
be purchased for about $70,000 a gram. 

Because during the past half decade the thera- 
peutic use of radium has been rapidly increasing, 
hospitals everywhere are being urged by their 
medical staffs to procure a greater or smaller 
amount of this element. 

From an economic standpoint, it is much less 
expensive for a hospital to own its radium than 
to buy emanation (radium gas), or to rent radium 


Lead-lined safe, containing radium in a weak hydrochloric acid solu- 
tion. The water coils shown in the picture are employed to keep 
the inside of the safe cooler than the outside. 
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from commercial com- 
panies furnishing this 
service. The current 
price now being charged 
for radium emanation is 
about seven dollars a mil- 
licurie, which is equiva- 
lent in strength to one 
milligram of radium. If 
emanation, or radium 
element, is not available, 


DATE WANTED 


RADIUM REQUEST CARD 
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ofttimes the institution is 
requested to purchase 
several tubes of radium. 
These may vary in 
amount from ten to fifty 
milligrams each. 

It can be seen that 
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even the purchase of 
radium in these com- 
paratively small amounts would require the ex- 
penditure of a considerable sum of money, each 
milligram costing about seventy dollars. It may 
be here stated that radium emanation decays at a 
rather uniform speed, losing its radio-active 
powers completely in about thirty days. 

When a hospital has secured any of this element 
the superintendent keenly feels the responsibility 
of protecting his institution from the loss of this 
valuable substance. Brief mention, then, con- 
cerning some of the methods which have been 
found efficient for the storage and protection of 
radium appears justifiable. 

Now, when a hospital possesses radium in the 
amount of one or more grams, the institution 
usually employs the radio-active gas, which may 
be extracted from the radium element in solution 
by means of a vacuum pump. 

The fact that radium continues to give off this 
active gas over an indefinite period of time, with- 
out any visible loss in its own ability to produce 
more gas, is but one of the wonderful properties 
which it possesses. Indeed, radium appears to be 
one of the few elements that furnish, without our 
understanding why, unlimited, and what almost 
approaches perpetual energy. 

Professor Soddy, of Oxford University, in de- 
livering a lecture concerning the properties of 
radium, stated: “If a half gram of pure radium 
bromid were divided equally among every human 
being at present alive in the world, and one such 
portion were returned to us, it would prove suffi- 
cient to be recognized by the electroscope with the 
greatest ease.” 

The radio-active properties of this element, in 
the light of the above statement, may be better 
understood when it is again recalled to you that 


a half gram of radium is equivalent to the one- 
sixtieth part of an ounce. The radium watches, 
which are sold at moderate prices, possess their 
phosphorescent properties because a very minute 
amount of radium has been added to zine sul- 
phate, with which the face of the watch is treated, 
thus producing the property of being visible and 
legible in the dark. 

As a matter of interest, it may be mentioned 
that the great increase in the use of radium 
products during the war, for the illumination of 
rifle sights, watch faces, etc., caused a rapid rise 
in its price from seventy dollars per milligram, in 
1912, to one hundred dollars per milligram in 
1916. 


Energy Supplying Properties 


In further explanation of the energy supplying 
properties of radium, it has been estimated that 
one gram (fifteen and two-tenths grains) of 
radium, is capable of giving out 133 calories of 
heat per hour, and that this element diminishes 
in the radio-active ability only 4 per cent every 
100 years. In other words, if a hospital were 
to possess a gram of radium, it would continue to 
furnish radio-active emanations that could be used 
for therapeutic purposes for at least 2,500 years. 

Several measures may be adopted to protect the 
hospital against the loss of its radium supply. If 
the emanation is being used, the loss of the tube 
containing this gas is of but little moment, because 
the hospital’s radium is daily producing more of 
this gas. If, however, the element itself is being 
employed, ofttimes accidents happen which prove 
not only embarrassing to the hospital but a dis- 
tinct financial loss as well. 

The radium is usually kept in a lead-lined safe 
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An apparatus for pumping radium emanation from the radium in 
solution. 

in the office of the superintendent, and whenever 

physicians desire to use these tubes a system of 

requisition and receipt is inaugurated, so that the 

person responsible for the safety of the radium 

at any one time can be determined. 

As will be set forth later, a procedure covering 
the time during which radium is being applied to 
the patient, is carefully worked out, and a card, 
frequently red in color, is attached to the patient’s 
gown or bed, to denote to those about him the 
nature of his treatment. Even when every pre- 
caution has been taken, ignorant or otherwise 
non-understanding patients have been known to 
remove the adhesive strip holding the tube in 
place, and to throw it in waste containers, or even 
down slop holders or into toilets. Some distress- 
ing, and yet ofttimes ludicrous accidents have 
happened along this line. In one teaching hos- 
pital, a tube containing $20,000 worth of radium 
was lost. Advertisements were inserted in the 
newspapers, and a thorough search was made for 
this capsule, which was approximately two inches 
long and three-eighths of an inch thick. Finally, 
one day a student came into the office of the hos- 
pital and inquired the nature of a curiously shaped 
tube, which he had found on the campus and 
which he had been carrying in his pocket for a 
number of days. The results were much relief on 
the part of the hospital and a painful, though not 
serious, burn on the student’s body. 

The electroscope is a valuable aid in the search 
for lost radium. No matter whether the coal pile, 
or the traps of an institution’s plumbing system 
are suspected of being the lodging place of the 
radium, this instrument will unerringly reveal its 
presence. 
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Some hospitals feel that it is necessary to in- 
sure their radium against loss. For example, the 
cost of insuring two grams of radium, costing 
about $150,000, would amount to from eight to ten 
thousand dollars a year. It can be seen from this 
statement that the protection of radium, when it 
is possessed in considerable amount, is an ex- 
pensive matter. 

One hospital owning two grams of radium and 
employing a vacuum pump to remove the emana- 
tion, has placed it in a safe and has inclosed this 
safe in a burglar-proof wooden shell, which is in 
turn electrically connected with a detective office 
in the city. There are three combinations on this 
safe, and three officers of the hospital, each know- 
ing his own combination, but not the combination 
intrusted to the others, must be present whenever 
the safe is opened. This institution does not feel 
that it is necessary to carry insurance on its 
radium. The detective agency’s fees amount, in 
this instance, to about twenty-five dollars a month. 

The radium contained in the above-mentioned 
safe is in solution, and the safe does not need to 
be opened at more frequent intervals than twice 
a year, at which time water is added to the flasks 
containing the radium. 

It may be of interest to add a few words here 
in regard to the methods of preparing and trans- 
porting the radium emanations from the physical 
laboratory, in which the element is kept and its 
gas withdrawn, to the wards and clinics of the 
hospital, where it is to be employed in the treat- 
ment of disease. The gas is withdrawn from the 
element by means of a mercury pump, and placed 
in capillary tubes, which vary in length from four- 
teen millimeters (two-thirds of an inch) to three 
millimeters (one-eighth of an inch) and have a 
caliber of about the thickness of the wire of a 
large safety pin. 

Each day emanation which is equivalent to 
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A capillary tube of radium emanation, silver capsule containing 
emanation tube, and a cervical applicator, used in treating patients 
suffering with cancer of the uterus. 








80 


125 milligrams of radium, may be secured from 
each gram of element. This emanation, after 
being placed in capillary tubes, is then measured 
for strength, and is placed in the type of appli- 
cator or container that is desired by the physician 
using it. These tubes are now transported to the 
wards or clinics in a lead-lined box, which is sup- 
ported by three chains, so that it may be held at 
a distance from the body of the person carrying it. 

When this emanation reaches the physician, he 
employs it in the treatment of disease by one of 
three methods: 

Radium may be applied to a diseased area at a 
distance, somewhat in the manner adopted in the 
use of x-rays; it may be applied to the surface, or 
a cavity of the body; or it may be implanted into 
the tissues being treated. 

It can be seen that the preparation or use of 
radium is not a simple process, and that skilled 
workers must be at hand, who are trained in exact 
laboratory methods, both from the standpoint of 
measurement, and of preparation of this element 
for clinical use. 


Organization of Radium Division 


As has been intimated in an earlier issue of 
this magazine, it is necessary for the organization 
of this division to consist of a well equipped 
physical laboratory and a clinical department, in 
which physicians and other workers are especially 
trained in the use of this important but always 
more or less dangerous element. 

The physicist in charge of the physical labora- 
tory must have one or more technicians, a glass- 
blower and a technical mechanic, to aid him. 

The clinical department may exist as a separate 
staff of the hospital, or any member of the vis- 
iting staff may be permitted to use radium. The 
former arrangement is probably the better one 
for the hospital that possesses a sufficient amount 
of radium and is of such size as to justify this 
type of organization. 

If the latter arrangement exists, then requisi- 
tion is made by members of the staff upon the 
superintendent, if the radium itself is being em- 
ployed; or upon the physical laboratory, if the 
emanation is being used, for a certain amount of 
radium or its emanation prepared in a definite 
way, to be applied at a fixed time. Above is shown 
a form that may be used for this purpose. 

If there exists a separate staff for the han- 
dling of radium it is customary for this group of 
physicians to be organized, with a chairman who 
presides at the stated staff conferences. These 


should consist of the presentation of cases, show- 
ing the results obtained from the use of radium 
in the treatment of disease. 
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Furthermore, a resident physician who is re- 
sponsible to the staff for the application and 
removal of radium, with interns, nurses and 
orderlies, complete the organization of this clin- 
ical division. 

It is a wise plan for the radium division to in- 
clude within its organization a physician who is 
skilled in treating patients by means of deep 
x-ray therapy, since it has been found that some 
conditions yield more readily to x-ray than to 
radium, and vice versa. 

In addition to the organization outlined above, 
it is necessary for the hospital which aims to do 
efficient work in the treatment of selected patients 





L-shaped lead protector for the body of the technician preparing 
radium emanation applicators for treating patients. 


with x-ray and radium, to conduct an out-patient 
clinic. 

This clinic should meet daily and should have 
referred to it all patients who have had radium 
applied in the wards or who have undergone x-ray 
treatment in the hospital. The clinic, of course, 
should have facilities for social service follow-up. 


Conditions Treated with Radium 


It is not true, as many people may suppose, that 
radium is used only in the treatment of cancer 
and other malignant tumors, although it finds, 
perhaps, its greatest use in the treatment of these 
conditions. Early cancer, particularly that of the 
skin surfaces, appears uniformly to yield to the 
application of radium. But it is also employed 
in the treatment of unsightly tumors that are not 
malignant, such as birthmarks, and other benign 
tumors of the face. Radium is of particular use 
in the treatment of certain of the serious blood 
diseases, in uterine hemorrhages, and a number 
of other conditions too numerous to mention. 
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It is sufficient to say that radium has been 
found of therapeutic use in enough diseases so 
that no hospital equipment is complete unless it 
has radium in its own possession, or has access 
to this element when the need for its use arises. 


Dangers of Radium 


The dangers of radium may be discussed under 
two headings, namely, danger to the patient, and 
danger to those handling radium. 

Some most distressing accidents have occurred, 
in which patients have been allowed to remain 
under the effects of radium for too long a period 
of time, or in which the radium applicator has 
become displaced, and the tissues not under treat- 
ment have been exposed to its rays. 

It is a curious fact that the patient feels no 
effects of the radium during treatment, but that 
after a varying period of time, ranging from two 
days to two weeks, these effects become apparent. 
They consist of, first, (if applied to the skin), a 
reddening and itching, similar to an ordinary 
severe sunburn; if a deeper impression has been 
made, this process may be characterized by ulcera- 
tion, sloughing, and the loss of a considerable 
amount of tissue. 

Those using radium must be schooled, almost 
to the extent of military precision, as to the pro- 
tection of the patient being treated with radium. 
An alarm clock is often placed at the patient’s 
bedside, set to ring at the conclusion of the desired 
period of treatment. 

It has been stated that the patient’s bed is 
marked with a danger card, and the patient is 
strictly cautioned against touching the applicator 
with his hands, or moving it in the slightest de- 
gree. The nurse must be trained in regard to the 
deleterious effects of radium, not only from the 
standpoint of the patient being treated, but also 
from the standpoint of those handling it. 

The effects upon radium workers are ofttimes 
first manifested in a scaliness of the skin, about 
the fingernails. Radium has also a serious effect 
upon the reproductive system, as well as upon the 
blood elements (corpuscles). This action prob- 
ably does not consist of a destruction of blood cor- 
puscles so much as in an inhibition of the work 
of the bone marrow and spleen, where these cells 
are produced. Radium workers are required to 
have a full blood count done at least monthly, 
and should a reduction in the white blood cells, or 
any change in the other elements, be noted, the 
person in question is withdrawn from the busi- 
ness of handling radium until his blood condition 
returns to normal. These workers ofttimes, if 
overexposed to radium, complain of headache, 
fatigue, nervousness, dizziness or menstrual dis- 
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orders. Usually after a period of a month or two 
these symptoms disappear, and the worker may 
continue his or her usual employment. 

The hospital using radium must use every pre- 
caution to protect its technicians and other work- 
ers in this division. Within the past few years a 
number of suits have been instituted in the courts 
to recover damages from companies extracting 
radium, for real or supposed injury, suffered by 
employees handling this element. 


Precautions in Handling Radium 


The following precautions are usually recom- 
mended: that those handling radium or exposed 
to its rays be not required to work more than six 
or seven hours a day; that Sundays and two half 
days a week off duty be spent as much as possible 
out of doors; that an annual vacation of one 
month, or two separate vacations of two weeks 
each, be allowed. 

In order to avoid injury to the fingers, the 
radium, whether in the form of the salt or emana- 
tion, should always be handled with forceps, and 
should be carried from place to place in a long 
handled box, or a box supported by chains, as 
mentioned above. 

All procedures in the handling of radium should 
be carried out as quickly as possible, and the ex- 
posure of the person doing this work cut to the 
minimum. 

The radium when in use should be kept in a 
lead-lined container, the lead not being less than 
eight centimeters thick. Thin rubber gloves may 
be worn to further protect the hands, and the 
room in which the radium emanation is being 
pumped from the radium should be supplied with 
an exhaust fan. 

In the room in which the emanation is being 
withdrawn, the operator should be protected from 
exposure to radium rays by a lead-lined shield, 
behind which he stands while manipulating the 
pump. An L-shaped lead-lined shield may be em- 
ployed to protect the worker in handling radium 
tubes while making applicators. 

Finally, as was stated in the discussion on the 
use of x-ray, a dental film, carried in the pocket 
of the operator for a couple of weeks, will indi- 
cate the amount of exposure to which he is sub- 
jected. 





Hospital awnings seldom last more than three years, be- 
cause of the weathering of the fabric. The engineer of 
a New York hospital made several experiments which 
proved that paint is of value in lengthening the life of 
the canvas by several vears. He paints the tops of the 
awnings green and the under side white, applying two 
coats of paint for each side. This provices a protective 
covering for the fabric. 








Editorials 


THE LABORER AND HER HIRE 
Tas time was when the relationship of the 








physician to the nurse was that of a kindly 

and understanding elder brother ; when there 
was always a mutual, healthy respect each for 
the place and the attainments of the other; when 
the doctor in but rare and unrepresentative in- 
stances humiliated the nurse, by public criticism 
of either her motives or ‘her technique; when the 
nurse considered the doctor her guide and the 
patient’s savior. But this fine partnership in the 
combat against disease has in too many instances 
fallen on evil days and ways. 

The doctor has gradually awakened to the fact 
that the nurse has come to resent any implication 
that she is, in any degree, his handmaiden; that 
she is not capable of independent thought, and 
that her profession is not one which has some- 
thing of a line of cleavage from his. The doctor 
cannot understand why he has not a right to in- 
dicate his opinion, not only of the nurse’s tech- 
nique, but also of her salary, her hours, and the 
type of case that she shall accept. 

Here and there, one hears an expression of 
opinion by a nurse or a physician, relative to the 
other, which certainly does not reflect an observ- 
ance of either the Golden Rule or the First and 
Greatest Commandment. THE MODERN HOSPITAL 
sincerely deplores this state of affairs, chiefly be- 
cause it does not augur well for the welfare of 
the sick man or woman, whose cause this maga- 
zine will continue to champion. 

One point at issue appears to be whether the 
average physician, when he decries the five to 
seven dollars per day fee of the graduate nurse 
as excessive, has taken into consideration either 
her average total annual income or the financial 
demands to which she is subjected. Moreover, 
even if the physician has carefully weighed these 
matters, there are those who feel that it is not his 
prerogative to control the fee of the nurse. It is 
held by many that the nurse, by virtue of her re- 
lationship to the patient, has in reality entered 
into a contract to which she and the sick man or 
woman alone are parties. Whether this be true 
is not of so much importance as the fact that 
certainly nothing can be gained by employing in- 
vective and acrimonious comment as a means of 
adjusting the mutual relationships of doctor, 
nurse, and patient, which of late seem to have 
gotten out of joint. 
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Whether an average income of from one thou- 
sand to twelve hundred dollars a year is excessive, 
or even sufficient to meet the physical needs of a 
professional woman of today, we shall leave our 
readers to judge. 

Mayhap, if a close scrutiny were made of the 
charges of the x-ray specialist, of the laboratory 
worker or of the basal metabolist, a dispropor- 
tionate recent increase in fees would be discov- 
ered. The nursing expense to the patient is not 
inconsiderable, ’tis true, but it is just one of the 
many financial outlays to which the sick man is 
subjected. 

And so THE MODERN HOSPITAL welcomes the 
initiation of the studies of the Committee on the 
Grading of Nursing Schools, because here at last 
one finds informed representatives of all groups, 
who are willing to sit down together, and dili- 
gently seek, not only the reason for the diffi- 
culty but the remedy as well. 

Perhaps the answer will be found in further 
developing the group nursing idea; maybe it will 
come from a reorganization of nursing curricula, 
to educate the private duty nurse first, with an 
added period for the nurse aiming at a specialty; 
perhaps in the more general conduct of nurses’ 
registries by a governing board on which the doc- 
tor and the nurse are equally represented, with 
the deciding vote vested in a business man or 
woman; or even by registries supervised by 
nurses alone. Such well organized and conducted 
directories might do more than has been accom- 
plished heretofore not only to bring together the 
supply and the demand, but even to adjust the 
personality and training of the nurse to the pecu- 
liarities and desires of the patient. 

Whatever the solution, it is hoped that person- 
alities and friction between these fine professional 
groups may be once and for all time eradicated. 








MAY DAYS 


N THE month of May are found a number of 
days and weeks that are nationally designated 
as devoted to the furtherance of some worthy 

object—Child Health Day, National Hospital Day, 
Boys’ Week, Public Health Day and Better 
Homes Week are but a few of these. The ob- 
servance of National Hospital Day should direct 
the attention of the people to one of their most 
valuable assets—the well conducted community 
hospital. 

This year, Child Health Day had its fourth na- 
tional celebration. On May 1, all over this land 
—in schools, churches, women’s clubs, industries 
and labor groups, hospitals and medical societies 
—the cause of the child was urged. 
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The aims of this annual celebration are ex- 
pressed in the Child’s Bill of Rights, as set down 
by the Honorable Herbert Hoover: 

“That there should be no child in America that 
has not been born under proper conditions; that 
does not live in hygienic surroundings; that ever 
suffers from undernutrition; that does not have 
prompt and efficient medical attention and inspec- 
tion; that does not receive primary instruction in 
the elements of hygiene and good health.” 

None can dispute that here are expressed the 
minimum requirements in so far as the rights of 
the man and woman of tomorrow are concerned. 
And it is in the child of preschool age that the 
greatest preventive good can be accomplished. 
Then not only may protection against diphtheria 
and scarlet fever be ensured, but careful medical 
examination often discovers remediable defects, 
the correction of which obviates serious handicaps 
later in life. 

There was a time in the life of every cardiac 
cripple, who is such a familiar occupant of the 
hospital’s medical wards, when much could have 
been done to prevent the damage that in adult 
life became irremediable. 

There is no other community agency that 
should more positively or understandingly partici- 
pate in the proper observance of Child Health 
Day than the hospital. There is no other organ- 
ization that can do more to fulfill its objects. For 
by providing the child, at the time of its birth, 
with the favorable conditions that the modern 
hospital offers, and by continuing this supervision 
in the nutrition, cardiac, and other institutional 
clinics, much can be done to guarantee to the 
country’s future citizens their moral, if not legal, 
birthrights. 








WHY SUCCESS ATTENDS A. C. OF S. 
MEETINGS 


HE phenomenal success of the sectional 
"[ ectines of the American College of Sur- 

geons is worthy of consideration. For seven 
years this organization has covered all parts of 
the United States and Canada annually with a 
series of sectional meetings, carrying a broad, 
practical two-day program into each unit. 

This program is unique, inasmuch as it has a 
local setting and is therefore more likely to ad- 
here closely to practical lines of thought and dis- 
cussion. It stimulates universal interest in each 
unit through bringing a practical message to the 
various groups—lay and professional. This is 
done through a three-fold program consisting of 
(a) clinics and scientific papers through which 
the medical profession may add to its store of 
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knowledge; (b) hospital sessions of round table 
conferences, general discussion and demonstra- 
tions to stimulate hospital interest and assist in 
the solution of everyday problems troubling hos- 
pital executives, trustees, medical staffs, and 
others; (c) community health and hospital meet- 
ings for the education of the public along lines of 
better health and hospitals. 

All these objectives are going over well, and in- 
creasing interest is manifested through the larger 
audiences coming to these meetings each year. A 
noticeable feature at present is the increasingly 
large number of trustees in attendance. Gener- 
ally, one-third at least of the hospital audience is 
made up of trustees, and this is as it should be, 
for the trustee group has a grave responsibility 
in the activities of the hospital. At these meet- 
ings they can get firsthand information on the 
solution of many of their problems. One of the 
officials of the college recently inquired of a num- 
ber of trustees why they attended these meetings 
in larger numbers than other types of meetings. 
The reply invariably was that at these meetings 
more than at any others, they were given an op- 
portunity to express their opinion on questions at 
issue, to present problems, and through sponta- 
neous discussion were able to gain much valuable 
information. The present type of program of the 
American College of Surgeons is rather unique, 
as there are no set papers but a presentation of 
many problems that are constantly confronting 
the hospital field. In connection with the general 
discussion of these problems practical demonstra- 
tions are held, making the entire program more 
effective. 








TALKING IT OVER 


PLAN of procedure, railroad-timetable-like in its pre- 

cision, often removes lost motion, and makes results 
more certain. Some superintendents each evening jot 
down in their plan book the problems that the morrow 
must solve. 

Again, if the superintendent, although personally active 
and progressive, is unable to bring all of his intramural 
departments into coordinated and accurately timed effort, 
the progress of the hospital’s work is impeded, backfiring 
results, and the institution is likely to suffer damage be- 
cause of overheating. Proper carburation and accurate 
timing are functions which when supplied by the superin- 
tendent guarantee smooth and efficient running of the 
hospital machine. 


* * * 


HERE are so many places at which the hospital may 

touch upon public health that those who are endeavor- 
ing to foster this movement suffer from what our Gallic 
friends term an “embarras de richesses.” Dental hygiene 
would seem to be an appropriate place at which to begin. 
It is estimated that the United States uses about forty 
million tooth brushes each year. If it is assumed that the 
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average tooth brush is worn out in six months, this 
means that only about twenty million persons out of a 
population of approximately one hundred and ten million 
practice the daily tooth brush drill. 

Viewed in another way, it might be deduced that there 
are ninety million people in this country who almost never 
clean their teeth. From 75 to 95 per cent of the children 
in the public schools are found to have decayed teeth, in 
fact, dental defects outnumber all their other defects com- 
bined. It is estimated that from 30 to 65 per cent of 
normal children have defective teeth. During the war, 
dental defects ranked second among all causes for rejec- 
tion in the selective draft. First and last, the hospital 
field comes into contact with an enormous number of 
people. If every opportunity is grasped to educate these, 
there is bound to result a tremendous dental improvement 
and an augmentation of our national health. 


HE pelican has a great reputation as a fisherman. As 
|2 a matter of fact he is the biggest bluffer in nature. 
To be sure, he catches a good many fish but not half so 
many as he pretends. You see him sailing along full of 
business. All at once, he shuts up like an old umbrella 
and, with a loud splash, dives into the water. He emerges, 
looks about complacently and gulps vigorously. You say 
to yourself, “He’s some fisherman!” Once in a while, 
some doubting hunter shoots a pelican and discovers at 
the necropsy that the bird is as empty as last year’s 
community chest. The moral of this stirring tale is not 
to bluff too consistently lest somebody take a shot at you. 


* * * 


S SMOKING fire worshipping? Is this habit the result 

of an inherited memory? Psychologically, may the 
fragrant pipe, with heaven-ascending smoke wreath, sym- 
bolize the sacrificial altar? Is the effect of tobacco smok- 
ing mental as well as physical, acting not only as a toxic 
liberator of nervous energy but also, through subconscious 
memories, 2s a stimulant to religious fervor and exalta- 
tion? A correspondent to the Lancet (V.CCXI, p. 264, 
July 31, 1926) answers in the affirmative. At any rate, 
it is an interesting conjecture. 


* 2 * 


F the hospital ambulance could tell its story, what 

tales of pathos and pain, of hope and joy, or even of 
humor, it could relate! To some the arrival of the ambu- 
lance means the advent of the dreaded moment of separa- 
tion from loved ones. To many others it signifies that the 
door of hope for the relief of dear ones has been flung 
wide. And how true it is that the deportment of ambu- 
lance attendants, and even the physical appearance of the 
conveyance itself, establish or shake the confidence of 
friends and relatives in the wisdom of intrusting the safety 
of the sick man to the hospital. 


* * * 


ND what a tale of narrowly averted traffic accidents 
it could tell; of its rush with clanging bell through 
crowded city thoroughfares; of the unnecessary speed at 
which the rash driver forced it to travel; of ruthlessly 
passing red traffic signals, when no need for haste 
existed! 
And most ambulances would without doubt consider 
their dignity offended, if the doctor in charge took along, 
just for the ride, one or more of his colleagues, or if the 
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nurse on duty invited her friends to accompany her. And 
how a proud ambulance must be humiliated when it is 
required to haul express and groceries! For the ambu- 
lance is in reality a movable part of the hospital, with a 
definite purpose to fulfill in the practice of the science and 
art of healing, and it should favorably reflect the dignity 
and the humanity of the institution whose name it bears. 


* * * 


PON a stone in a quiet New England cemetery there 
appears this inscription: 

“William T. G. Morton, by whom pain in surgery was 
averted and annulled: before whom in all time surgery 
was agony: since whom science has control of pain.” 

To Morton, the dentist, this brief but eloquent tribute 
was inscribed. To Morton, the benefactor of countless 
millions, should go the thanks of every patient who has 
experienced the grateful relief from pain which his ether 
sleep has made possible. 


* * * 


PIECE of timber and a pin were the stage proper- 

ties, and some play loving French children were 
the actors that produced a scene that suggested to the 
mind of Réné T. H. Laénnec the idea of developing a 
diagnostic instrument which is found today in every 
physician’s possession. Laénnec’s stethoscope consisted of 
only a roll of paper, but he was overjoyed with the new 
medical world which it opened up for him. 


* * * 


PEAKING of stethoscopes, have you ever noticed the 

varied styles in which they are worn? Some absent- 
minded “medicos” wear them around their neck as they 
would a string of stage beads. Others affect a rakish 
appearance by hanging the stethoscope from one ear and 
listening to the conversation of their intern with the other. 
Still others, in diagnostic abstraction, drop the stethoscope 
on the nearest bed or chair, and it is the nurse’s job to 
retrieve this necessary instrument when it is next needed. 


* * 


OREOVER, that hoax of college days, of filling the 

stethoscopic bowl with water and watching the eyes 

of the victim bulge as he hears at the other end the 

bubbles and squeaks of some never-before-described con- 

dition, is still good for a laugh for everybody but the 
victim. 

Callow sophomores—horribile dictu—still sometimes en- 
list the services of an imprisoned fly to secure the same 
effect. 

* * * 

O YOU ever get “fed up” with your job, your home 

and your entire environment? Do you ever wish that 
you could disappear, take a new name and start afresh, 
freed from all your present responsibilities? In other 
words, don’t you sometimes hanker for liberty? Of 
course you do. Sooner or later everybody who is not a 
vegetable or a grub is filled with an intense longing “to 
shatter it to bits and mold it nearer to the heart’s desire.” 
But would we really be happier? Would we not straight- 
away collect unto ourselves a new environment with just 
as many irksome responsibilities as before, and would 
we not again develop the same symptoms of indigestion 
of the ego? Everybody has these attacks; that’s why tour- 
ist agencies flourish, theatres abound and publishers print 
travel, adventure and other fiction books. A trip, a movie, 
a book, these all take us mentally out of our environment 
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Lesson V 


WHAT ARE THE ADVANTAGES OF AN 
ORGANIZED MEDICAL STAFF? 


By C. W. Munger, M.D., Director, Grasslands Hospital, 
Valhalla, N. Y. 


LOSE combination of a group of forces and 
functions is necessary to provide proper 
care for the patient in the present day hos- 

pital. Few will gainsay the statement that the 
medical division of this combination is the most 
important. Nursing is vastly necessary, of 
course; it and several other forces are essential to 
the hospital as we know it, but in the last analysis 
the medical staff is the firm foundation upon which 
the detailed hospital structure must rest. 

Since the medical organization and work is 
fundamental, it must needs be sound. A sound 
and smoothly functioning medical staff is seldom 
to be found in a hospital whose executive officer 
is not fully cognizant of the medical problems, and 
who does not work sympathetically with the med- 
ical group. Much of the calumny which has been 
heaped upon the heads of superintendent and staff 
alike, has been the result of a lack of this essen- 
tial mutual understanding. It is believed that, 
more often than not, the lack of insight is evi- 
denced by the medical group rather than by the 
hospital executive. Nevertheless, the present 
series of articles is intended to instruct its readers 
in hospital administration. It is, therefore, ex- 
pedient that the aims and procedures of the latter 
group be pointed out, the student being reminded 
that it is occasionally the superintendent’s duty 
tactfully to instruct members of his staff in the 
fundamental theories of relation between staff 
and hospital. 


Mutual Understanding Essential 


No part of the executive’s work will require 
more tact than his relations with the medical staff. 
The executive who does not heed this warning 
may do untold harm to his hospital. However, 
the superintendent who constantly squabbles with 
his staff is probably incompetent. Medical men, 
while temperamental at times, are highly trained 
in the art of reasoning. Problems properly pre- 
sented will be justly decided. The superintendent 
who has “service to patients” as his watchword 
will find only sporadic opposition among his staff, 
and the staff committees will prove to be just 
tribunals for the consideration of medical matters. 

An organized staff is just as necessary in an 
“open” as in a “closed” hospital. Perhaps the 


former may be said to have the greater need. No 
hospital worthy of the name can exist without 
more or less concerted action upon the part of the 
medical men using it. The organized staff pro- 
vides a means of performing the following func- 
tions necessary to all hospitals: 

1. Periodical review of the medical work and 
its results. 

2. Maintenance of proper medical standards. 

3. Transmission of opinions and needs of the 
medical workers to the superintendent and 
through him to the board of trustees. 

Many other functions may, of course, be as- 
sumed by the staff. Those given above are con- 
sidered fundamental and indispensable. 


Who Shall Appoint Staff? 


The authority or board that assumes final re- 
sponsibility for the hospital should alone have the 
power of appointing the medical staff. In the 
private hospital, this group is usually called the 
board of trustees. In the public institutions the 
board or commissioners having control is the 
proper appointing power. The actions within the 
hospital of the members of the staff affect the 
object of the hospital, namely, the healing of the 
sick. The hospital belongs to the board of trus- 
tees and that board is morally or legally respon- 
sible for all that transpires within the institution. 
The board cannot, therefore, fulfill the responsi- 
bility placed upon it unless it may control the men 
who perform the most important work in the in- 
stitution.’ 

It is, perhaps, needless to say that the board of 
trustees must, in order to make a wise selection 
for staff vacancies, have medical consultation. 
With this assistance boards are usually able to 
make wise appointments. It is a fact, though 
paradoxical, that an intelligent lay group when 
wisely counselled can make a better job of select- 
ing a medical staff than could a board of physi- 
cians, who are likely to be influenced by personal 
or professional relations with the candidates.’ 
The exact mechanics for selection of staff mem- 
bers should be outlined in the staff constitution.’® 

The types of staff organization are many. They 
vary according to function of hospital, size of 
staff and a dozen other factors, not to mention 
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the personal beliefs and prejudices of members of 
the staffs and boards. These variations are, in 
general, advantageous. It would be unwise to 
expect that a single form of organization would 
suffice for all hospitals, knowing as we do how 
much they vary in aims and facilities. 

For a general hospital of reasonable size the 
following points should be borne in mind by those 
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group meetings and for handling the work of the 
departments. 

d. Rank: In larger hospitals differences in 


rank are usually desirable. In a hospital with an 
out-patient department the ranking might be: 
assistant attending physician, O. P. D.; attending 
physician, O. P. D.; assistant visiting physician, 
wards; visiting physician, wards; consulting 


who plan the staff or- 
ganization: 

a. Officers: There 
should be a chief officer, 
vice-chief and a secre- 
tary. 

b. Medical Board: 
Such a board should 
consist of the chief of 
staff and the superin- 
tendent ex-officio, and 
several other members 
of the staff. This board 
should handle much or 
all of the business of 
the staff. Members of 
the medical board, ex- 
cepting the ex-officio 
members, should serve 
for a period of years, 
with no more than two 
terms expiring in any 
one year. The superin- 
tendent must be the liai- 
son officer between staff 
and board of trustees. 
All recommendations of 
the medical board to the 
trustees shall proceed 
through him. 

ec. Clinical Depart- 
ments: The staff should 
be divided into as many 
departments as are con- 
sistently represented in 
the work of the hospi- 
tal, provision being 
made for the addition of 








Suggestions for Collateral 
Reading 


Lapp and Ketcham, “Hospital Law.” 
Choice of Staff Members, pages 398-402. 

Lapp and Ketcham, “Hospital Law.” 
Reports and Record Keeping in Hos- 
pitals, pages 446-485, inclusive. 

Chapman, Frank E., “Hospital Organiza- 
tion and Operation,” chapter 3, “The 
Medical Staff,” pages 91-101, inclusive. 

Cushing, Harvey, “The Life of Sir Wil- 
liam Osler.” 

American Hospital Association Proceed- 
ings, 1924-1926, inclusive. Papers and 
Discussions Relating to Medical Staff 
Matters. 

American Hospital Association Bulletin 
No. 129, “A Summary of Principles of 
Hospital Organization.” 


Staff Constitutions Recommended for 
Study 

Bridgeport Hospital, Bridgeport, Conn. 
Published 1920. 

Blodgett Memorial Hospital, Grand Rap- 
ids, Mich. Published 1924. 

Michael Reese Hospital, Chicago, Ill. Pub- 
lished 1921. 

Collection of Constitutions and By-Laws 
of the Hospital Library and Service 
Bureau, 22 East Ontario Street, Chi- 
cago. 








physician. 

It is seldom possible 
to generalize in such 
matters, but suffice it to 
say that precedence in 
the staff should be so 
planned as to give every 
patient the skilled treat- 
ment he deserves. The 
staff must also provide 
a schooling for the 
younger men who are 
later to assume the 
positions of responsi- 
bility. The impor- 
tance of attracting and 
training the younger 
men of promise cannot 
be over-emphasized. 

Advancement to 
higher rank should be 
upon a just basis. 
Length of service 
should be considered, 
but rules should be suf- 
ficiently pliable to per- 
mit recognition of 
efficiency and special 
ability. A retirement 
age is advisable. 

A compilation of the 
basic duties and privi- 
leges of the staff is 
quite necessary. It 
should clearly define 
general principles and 
should be approved by 
the board of trustees 





departments when necessary. Many staffs have 
found it convenient to establish certain major 
divisions, such as the departments of medicine, 
surgery and obstetrics. Under each of those de- 
partments as many sub-divisions are created as 
may be necessary. For instance, the department 
of surgery may include: division of general sur- 
gery; division of urology; division of anesthesia; 
division of orthopedics ; division of otolaryngology 
and others if needed. 

Officers of departments may be necessary for 


before becoming effective. It is recommended that 
those interested study the staff constitutions of 
as many hospitals as possible. 

Recent writers have been nearly unanimous in 
urging long periods on service for staff members. 
All have seen the disadvantage to the patient of 
frequent changes of method of treatment, as well 
as the loss of continuity of interest in the patient 
and knowledge of his case. 

The ideal situation would be without doubt a 
year-round period of service on all divisions. 
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Certain it is that modern standards can never be 
maintained with rotations every one or two 
months, as formerly practiced. The only real dis- 
advantage of continuous service is the lessening 
of the number of physicians who may take advan- 
tage of hospital training. Even in the cities, 
scarcely one-fourth of the practicing physicians 
are able to obtain hospital appointments.* Con- 
tinuous service would lessen this percentage. The 
hospital contemplating it should weigh the relative 
values to its community of the two plans. Some 
hospitals have found it desirable to put chiefs of 
services on continuous duty, their subordinates 
rotating semi-annually. This latter is probably 
as close an approach to rotation service as is per- 
missible. Were it not for the obvious value to the 
public health of giving hospital training to as 
many medical men as possible, only a completely 
continuous service would be defensible. 


Staff Meetings 


The staff should meet not less than once each 
month. Active sub-divisions should meet oftener. 
The American College of Surgeons‘ has ad- 
mirably outlined the procedure for staff meetings. 
This outline should be accepted as a minimum and 
elaborated where desirable. The superintendent 
should attend all meetings of the general staff. 
He will do well to present a report regularly and 
discuss frankly with the staff and medical board 
all medical administration problems. His pres- 
ence and readiness at any time to discuss or 
defend his policies will help to prevent misun- 
derstanding of his administration and will dis- 
solve the petty or selfish opposition so likely to 
develop. As has been stated, the superintendent 
who is “for the patient” need have no fear of the 
judgments of large groups of the medical profes- 
sion. He must, of course, be tactful; be willing 
to admit a mistake if he has made one; must play 
the game fairly; and, above all else, must not 
show personal favoritism to any staff members. 


Staff Members Appointed for One Year 


Attendance to ward duties and at staff meetings 
is a true index of the value of a staff member and 
should be considered when he is up for reappoint- 
ment. The letter of appointment from the board 
of trustees should clearly define what is expected 
in the matter of attendance. As most boards 
appoint the staff for one-year periods only, it is 
always possible to eliminate promptly the man 
who is too busy or who lacks the interest to do his 
duty. Most hospitals have a “form of acceptance” 
requiring the appointee to agree not to split fees, 
to attend regularly," ete. Such an annual 
declaration keeps the physician reminded of the 
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responsibility he has assumed in this connection. 

The American College of Surgeons in its stand- 
ardization of hospitals’ has wisely given “Med- 
ical Records” a most prominent position among its 
requirements. There is no clearer index of the 
efficiency of the medical service than the records 
which it keeps. The hospital must help by pro- 
viding interns, clerks, and statisticians to handle 
the mechanics of record keeping. No record sys- 
tem is complete, however, without the active 
direction and interest of the attending physician. 
It is the function of the staff to review the records 
and to censure the head of a service whose rec- 
ords are not up to standard. 

Superintendents in small hospitals have found 
it most difficult to induce their staffs to assume 
this responsibility. Where necessary, it is the 
duty of the board of trustees to compel the staff 
to take proper cognizance of record keeping. 
Even a “weak-kneed” board can justify its stand 
upon the fact that approval by the American Col- 
lege of Surgeons will otherwise be withheld. 
Signing of each record by the attending is a 
reasonable requirement; affixing of his signature 
will be taken seriously and will encourage him to 
see that the record is properly made. 


Relations with Resident Staff 


The resident staff is a part of the superinten- 
dent’s organization, and smooth running of the 
institution requires recognition of this fact. For 
the work on the wards, however, the intern or 
resident must be directly responsible to the 
attending, subject to the rules of the hospital. 
This relationship should be clearly outlined in 
written form to each new appointee to the resi- 
dent staff. Dismissal of any member of the 
resident staff is a function of the superintendent. 
He should, however, within the limits of justice 
let the resident staff realize the dignity and the 
medical authority of the attending physician. A 
staff advisory committee on interns may be 
desirable. Its function should, however, be 
advisory only, the superintendent maintaining 
the same relation to the resident staff as to other 
departmentai employees. 

Active work in the training of interns is a duty 
of every attending doctor. There is often diffi- 
culty in getting him to assume the roéle. The 
attending who requires least of the intern, teaches 
him least, and is seldom rewarded by either the 
gratitude or respect of the intern. As a group, 
interns are likely to retain for several months a 
classroom attitude. They expect to be required to 
do their duty and have not yet accustomed them- 
selves to doing good work merely for the sense 
of personal satisfaction engendered. The attend- 





nn ne ee . - 
Oe arte rated eee “ante re 


ee 


t 


it 

4 
t 

H 
‘ 
; 











88 


ing doctor has a wonderful opportunity for service 
to his profession in acting as guide and mentor to 
these men upon whom the future of the medical 
profession rests. The advantage does not all 
accrue to the intern and to posterity; the doctor 
who teaches constantly broadens his own knowl- 
edge and vision. 


Teaching of Medical and Nursing Students 


Most hospitals have training schools for nurses. 
The staff physician plays an important role in the 
instruction of the student nurse to whom he seems 
a demigod. The example he sets and the tech- 
nique he follows will be observed and copied. His 
responsibility is often greater than he realizes. 
As a rule there is no difficulty in interesting him 
in supporting and assisting the training school. 

The wards of teaching hospitals are utilized 
for the instruction of medical students. Abuse of 
patients seldom occurs. It must be guarded 
against, however, by the administration. The hos- 
pital routine is considerably disturbed by the 
presence of students, but the stimulus to medical 
efficiency imparted by the teaching atmosphere 
outweighs this disadvantage. 

The term “open” applied to a hospital indicates 
that any legally recognized physician may prac- 
tice therein. By “closed” we mean that the hos- 
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systems.° The more advanced thinkers in hos- 
pital administration have favored the closed staff. 
From the point of view of development of 
medical efficiency within the hospital, they are 
undoubtedly right. The smaller and more spe- 
cialized the staff, the more readily may the hos- 
pital routine be fitted to it. A large number of 
doctors of varying ability, each having his own 
ideas as to hospital procedure, greatly complicates 
the administrator’s problem of fitting his organ- 
ization to their needs. Open hospitals are made 
efficient with much greater effort than closed 
hospitals. 

The above facts prove that from the adminis- 
trator’s viewpoint the closed staff is preferable. 
The hospital, however, does not exist for the 
benefit of its superintendent, but for the good of 
its patients and humanity in general. The value 
to public health of giving every doctor access to 
a hospital, cannot be denied, provided only it be 
a good hospital. The American Medical Associa- 
tion’s statistics’ indicate that in 1920, 66.1 per 
cent of hospitals answering their questionnaire 
were open. In 1924, the proportion had in- 
creased to 83.1 per cent. The trend is apparently 
toward the establishment of more open staffs. 

The building within late years of many small 
community hospitals in the rural districts prob- 





1. What are the principal advantages to 
patient, to hospital and to staff member 
in having an organized staff? 

2. What, if anything, may justify a mem- 
ber of the resident staff in failing to 
carry out an attending physician’s 
order? 

3. Enumerate arguments in favor of a 
closed staff; an open staff. 

4. Outline the “mechanics” of a desirable 
method of selection and final appoint- 
men of staff members. What is the 
usual term of appointment? 

5. Make a schematic outline of a staff or- 
ganization for a 300-bed hospital with 
complete out-patient department, giv- 
ing departments, sub-departments and 





List of Questions for Review 


ranking of the different men concerned. 

6. What persons should be ex-officio mem- 
bers of the medical board? 

7. What are the duties of attending physi- 
cians in connection with medical rec- 
ords in a small hospital without resident 
medical staff; in a large hospital with 
ample medical staff? 

8. How may free use of consultations be 
stimulated ? 

9. Why are medical research and medical 
teaching valuable to hospitals who en- 
gage in them? 

10. If the superintendent thinks a staff 
member is not doing proper medical 
work, to what person or persons should 
he complain and in what order? 








pital admits to practice only a certain selected 
group of men. In actuality, all degrees of “‘open- 
ness” are encountered in the hospitals of the 
country; almost all have some sort of safeguard 
against the unprincipled or incompetent physi- 
cian. 

There has in the past been much argument con- 
cerning the respective advantages of the two 


ably accounts for the change in percentage. Cer- 
tainly few metropolitan hospitals have left the 
ranks of the closed. Here, perhaps, is an ink- 
ling of the proper answer to the question: a 
system suitable to a community hospital is not 
necessarily the right one for an institution on 
New York’s east side, and vice versa. 

It is provedly possible for an open hospital, with 
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proper safeguards, to be run efficiently and with 
justice to the patient. It is undeniable that the 
closed hospital can develop satisfactory medical 
service. In view of all facts, however, the board 
of trustees of each hospital must make its own 
decision in the matter. Local medical conditions, 
economic considerations, the wishes of those sup- 
porting the institutions, and above all the welfare 
of the general public must control the decision. 
It is possible to have a successful hospital, in 
either case. Regardless of whether a hospital be 
open or closed, it is imperative that a uniformity 
of procedure be established to the end that there 
may be a uniformity of function among the doc- 
tors using the hospital. 

The asking and granting of consultations be- 
tween members of the staff should be encouraged 
to the utmost. Every medical man should sub- 
scribe to this principle. The utilization of the 
specialist must not be overlooked. The staff 
member who seldom requests consultation is prob- 
ably lacking in diligence for his patient’s welfare, 
as well as in ability. Monthly compilations of 
consultation statistics are a safeguard and a 
stimulus. 

The board and superintendent should extend 
all possible facilities to staff members interested 
in doing high grade research work.’ Laboratory, 
ward and financial facilities should be extended 
to such men. The medical board or a similar 
group should pass upon each proposal of this 
nature, so as to eliminate work and expense which 
gives no promise of valuable results. Research 
problems are sometimes enthusiastically entered 
upon, only to be forgotten when the work grows 
tedious. 

The closest possible contact should be main- 
tained between the laboratory divisions and the 
staff. The doctors should be encouraged to stop 
daily to hear reports, see specimens and discuss 
cases. They should visit the x-ray or electro- 
cardiograph departments for personal consulta- 
tion with the expert in charge. The pathologist 
or roentgenologist who thinks he is saving time 
by giving only written reports to the staff, is not 
doing his best for the welfare of patients and hos- 
pital. Within limits, these service departments 
should welcome orders for new work or requests 
for assistance, even suggesting new work to the 
staff member when possible. The laboratories 
should be looked upon by the doctor as the most 
important adjunct to his work, as service sta- 
tions adequate to give real service. While foreign 
to the subject, it should be mentioned here that 
the system pursued in many hospitals of making 
individual charges for every laboratory test or 
x-ray procedure, must surely have lessened the 


THE MODERN HOSPITAL 89 


medical efficiency of institutions that do this. 

It is a mooted question whether the hospital 
exists because of the staff or the staff because of 
the hospital. Whatever the answer, the fact re- 
mains that the interests of the two are so inter- 
itwined that neither can be successful without the 
other. Both must make sacrifices for the common 
good and each must try to realize the problems of 
the other. Success is certain if the watchword of 
both be “For the Good of the Patient.” 
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DOES THE INTERN NEED PRACTICE IN THE 
OUT-PATIENT CLINIC? 


In discussing the importance of the out-patient depart- 
ment in the clinical training of the graduate medical stu- 
dent, at the recent Congress on Medical Education of the 
American Medical Association, Dr. George F. Shambaugh, 
Chicago, made the following statement: 

“The out-patient clinic is the place where most of the 
problems in clinical medicine are first encountered. It is 
therefore the one place where advanced clinical training 
for the first or fundamental year in preparation for a 
special practice can best be provided. The key to proper 
clinical instruction in any special field is to make the 
student an actual clinical assistant who shares, so far as 
his training and ability permit, in the responsibility of 
the department. It is essential for the development of 
efficient service in the out-patient clinic that it be provided 
with a suitable corps of graduate students serving as 
clinical assistants, comparable to the services of interns 
in the hospital. 

“Naturally the carrying out of such a program means 
that the out-patient clinic must be properly housed and 
provided with an equipment that represents as nearly as 
possible an ideal equipment. The staff for directing the 
work should include men imbued with the spirit of inves- 
tigation in order that they may instill this spirit in the 
graduate students and help them to pursue by the methods 
of research the clinical problems that are constantly pre- 
senting themselves.” 





COURTESY OVER THE TELEPHONE 


A western hospital has made itself known as a “friendly 
place,” largely through its attention to telephone calls. 
Superintendents know how many calls come in each day 
and how anxious most of the people are who make in- 
quiry concerning some relative or friend. This hospital 
has realized that this is the time to treat people the most 
carefully in order to make a good impression. 
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INTERN AND STAFF APPOINTMENTS DISCUSSED 
BY OHIO SUPERINTENDENTS 


terized the meeting of the Ohio Hospital Association 
held at Columbus, April 4 and 5. 

This was the thirteenth annual meeting of the associa- 
tion which is the oldest of all state hospital associations 
and a new scheme of sessions was held. The opening 
session was at noon on the first day when a luncheon was 
held. After luncheon the chairs were rearranged and 
the business of the meeting taken up. In the evening a 
dinner and session were also held and the following morn- 
ing a breakfast, called at eight o’clock, was closely fol- 
lowed by the closing session. This permitted most of 
those attending the meeting to leave their cities early on 
the morning of the first day and to return on the after- 
noon of the second day. 

The election of officers resulted in the following choice: 
President-elect, Carl A. Brimmer, Mansfield General Hos- 
pital, Mansfield; vice-president, Dessa H. Shaw, Memorial 
Hospital, Piqua; second vice-president, Sister M. Joseph, 
Good Samaritan Hospital, Zanesville; treasurer, Father 
Maurice F. Griffin, St. Elizabeth Hospital, Youngstown; 
secretary, Robert G. Paterson, Columbus; trustees, Arden 
E. Hardgrove, Akron City Hospital, Akron, and Rev. A. G. 
Lohman, Deaconess Hospital, Cincinnati. 

The first paper presented was read by Miss Shaw on 
“The Value of the Woman’s Auxiliary Board to the 
Hospital.” Miss Shaw told of the work that the board of 
women had done in her hospital and also emphasized the 
importance of this board to each of the patients. Dr. 
Karl H. Van Norman, director, Maternity Hospital, Cleve- 
land, Rev. A. G. Lohman, B. W. Stewart, Youngstown 
Hospital, Youngstown, and Mrs. Harris, a member of the 
women’s auxiliary of the Aultman Hospital, Canton, each 
discussed Miss Shaw’s paper. 


FF, terized tne attendance and marked interest charac- 


Staff Responsibilities Outlined 


One of the best papers heard at a hospital meeting in 
some time was given by Dr. W. W. Brand, chief of staff, 
Maternity and Children’s Hospital, Toledo, who spoke 
upon the relation of the hospital staff to the organization 
of the hospital and the obligation of both the staff and 
the hospital to each other. Dr. Brand outlined the method 
according to which the staff at Toledo had been organized 
and told how the full cooperation of the contracting parties 
had made possible the successful relationship that existed 
between the staff and the hospital personnel. He stated 
that both had definite responsibilities, that both should 
work for the patient’s ultimate recovery, and that all 
else was purely secondary. He summarized the situation 
by stating that the following qualities are essential: 
mutual sympathy, coordination, confidence in each other 
and absolute loyalty. 

Dr. Brand’s paper was ably discussed by Dr. J. H. J. 
Upham, Columbus, representing the American Medical 





Association, Father Maurice Griffin, representing the 
American Hospital Association in place of Dr. W. H. 
Walsh, the executive secretary who did not attend the 
meeting, and Rev. A. G. Lohman, who represented the 
Ohio Hospital Association. 

Guy Clark, Cleveland Hospital Council, Cleveland, was 
the next speaker. He outlined the work that is being 
done by the central council in Cleveland and in response 
to a question discussed the possibilities and feasibility of 
central purchasing for the entire state of Ohio. He said 
that there were many things to be decided before the 
subject could be taken up for serious thought and outlined 
some of the requirements that were necessary. His paper 
was discussed by Mr. Stewart who told of the work that 
was being done by central purchasing in other places in 
the United States. 


Hospital's Obligation to Intern Defined 


Mr. Clark asked those present who were interested in 
central purchasing to raise their hands and three re- 
sponded. Later he was asked to reword this question to 
“How many are interested in saving money for their 
institutions by central purchasing?” and the response was 
but eight superintendents in the state. Mr. Clark stated 
that inasmuch as there did not seem to be enough interest 
it would be better to disregard the subject at this time. 
However, it was recommended that a committee be ap- 
pointed to study the subject. 

In the evening President Hardgrove presided at a dinner 
and this was followed by a dance. The speakers at the 
dinner were the deans of three medical schools, Bertha 
Beecher, dietitian, Christ Hospital, Cincinnati, and F. O. 
Schoedinger, a trustee of Children’s Hospital, Columbus. 

Dr. A. C. Bachmeyer, superintendent, Cincinnati Gen- 
eral Hospital, Cincinnati, and dean of the Medical College 
of the University of Cincinnati, was the first of the deans 
to speak. The topic assigned to all three was the obliga- 
tion of the hospital to the intern. Dr. Bachmeyer was 
followed by Dr. E. F. McCampbell, dean of the Medical 
College, Ohio State University, Columbus, and Dr. C. A. 
Hamman, dean of the Medical College, Western Reserve 
University, Cleveland. Intern training, the selection of 
interns, the assignment of interns and other problems 
that hospitals face and interns also must help to solve 
were discussed by these three men. 

Miss Beecher read a paper that had been prepared by 
Alice P. Thatcher, superintendent, Christ Hospital, Cin- 
cinnati. Miss Thatcher was detained and Miss Beecher, 
who was presiding at the dietitians’ meetings, was as- 
signed the task of reading the paper. She dwelt upon the 
function of the board of trustees and its place in hospital 
administration and presented the subject from the stand- 
point of a superintendent. Mr. Schoedinger who has been 
a trustee of Children’s Hospital, Columbus, for the past 
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twenty-five years and who has been president of his 
board for a great many years, discussed the same subject 
from the trustee’s point of view. His remarks were ex- 
ceptiona!ly well received and their authenticity was ap- 
parent, inasmuch as they were based upon his long 
experience with philanthropic work. 

Following the breakfast session on the second day Mary 
A. Jamison, superintendent, Grant Hospital, Columbus, 
presided and Mary E. Yager, superintendent, Maternity 
and Children’s Hospital, Toledo, acted as the chairman 
of a round table. There were five assigned subjects and 
the question box yielded three more. Laboratories and 
laboratory service for non-hospital patients was discussed 
first by Carl A. Brimmer. Frank E. Chapman, director, 
Mount Sinai Hospital, Cleveland, discussed physical ther- 
apy, mostly from the standpoint of the advisability of pur- 
chasing the necessary equipment. Mr. Krumm, Cleveland, 
discussed the various kinds of insurance needed in the 
average hospital. Dr. C. S. Woods, superintendent, St. 
Luke’s Hospital, Cleveland, discussed occupational diseases 
and Dr. E. R. Crew, superintendent, Miami Valley Hos- 
pital, Dayton, discussed the regulation of orderlies’ time. 

The round table was followed by a business session 
with the reports from the various committees. It was 
decided to add a publicity committee to the list of commit- 
tees for the purpose of considering publicity for hospitals 
upon a statewide basis. 

Dr. Crew, the new president, took the chair. He was one 
of the originators of the association and this is his second 
term of office as president, he having acted in that ca- 
pacity in 1915. 

The meeting adjourned promptly at twelve o’clock on 
the second day and it was voted to have been the most 
successful of the meetings that this organization has held. 





NEW YORK TO HAVE NATIONAL CANCER 
CENTER 


A center for the New York Cancer Association has been 
obtained through the recent purchase of the Hudson 
Towers Hospital, Seventy-second Street and West End 
Avenue, New York. The hospital, which was purchased 
at a cost of $3,500,000, will be opened, it is announced, 
this summer as a National Cancer Hospital. 

According to present plans, the cancer center will in- 
clude a 400-bed hospital, a clinic capable of caring for 500 
patients daily, extensive research and educational facili- 
ties to carry forward the prevention and public educa- 
tional work of the association. The association plans an 
immediate drive to raise $5,000,000 with which to pay for 
the building and the equipment that will be needed. 

The building contains twenty-four floors, all of which 
will be used by the center, the three top floors to be occu- 
pied by the laboratories. From the seventeenth to the 
twenty-first floors will be given over to patients’ quarters. 
The center will be open to all cancer patients, according 
to Sanders A. Wertheim, president of the association. 





GRACE HOSPITAL PUBLISHES INTERESTING 
REPORT 


Grace Hospital, New Haven, Conn., has again issued an 
annual report that merits commendation for its artistic 
appearance and straightforward manner of setting forth 
the accomplishments of the hospital during the past year. 

The hospital’s story, according to the report of the 
president, is one of transition, reorganization and progress. 
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Economy and efficient administration have somewhat re- 
lieved the acute financial situation of 1925, the books 
showing a net gain of nearly $29,000 for the year 1926. 
The superintendent’s report is concise, and touches on all 
points of interest in the general running of the hospital 
without going into wearisome details. It is shown that the 
buildings have been improved, the accounting system 
altered in the interests of accuracy and efficiency and the 
personnel of the business and nursing departments en- 
larged. The hospital’s insurance situation was surveyed 
during the year and as a result the rates on a one-year 
basis have been reduced from forty cents and six mills a 
hundred to thirty-four cents, and on a three-year basis 
from one dollar and one cent and six mills to eighty-five 
cents. 

In view of the emphasis now placed on the autopsy per- 
centage of hospitals, it is noteworthy that during 1926 
Grace Hospital had forty-one autopsies, as against thirteen 
in 1925. 

This is a forty-eight page pamphlet, printed on good 
paper, well illustrated and attractively bound. 

The superintendent of Grace Hospital is Joseph J. 
Weber, formerly editor of THE MODERN HOSPITAL. 





WESTERN RESERVE MEDICAL CENTER TO 
BE EXPANDED 


Plans for the expansion of Western Reserve University 
Medical School, Cleveland, include the building of several 
hospitals to supplement the facilities already in existence 
and complete the medical unit. The institutions of the 
group will all be affiliated with the medical school for 
teaching purposes but will have their own boards of 
trustees and endowment funds. 

The proposed hospitals include a new 250-bed Lakeside 
Hospital to be eight stories high. This will be used for 
research as well as for housing patients. A new Rainbow 
Hospital will be erected at a cost of $350,000 to be devoted 
to housing convalescent children. The program also in- 
cludes the building of a new nurses’ home. 

The pathologic institute, for which the Rockefeller 
Foundation has granted $750,000, is to be started soon. 


NEED GREATER BED CAPACITY 


The need of 8,100 additional beds in the 114 Catholic 
Hospitals in the United States and Canada was indicated 
in the results of the recent survey made by the Catholic 
Hospital Association. The survey covered 260 Catholic 
hospitals. The cost of the additions was estimated at 
$40,000,000. 





UNIVERSITY OF WISCONSIN TO HAVE NEW 
LABORATORY BUILDING 


The University. of Wisconsin, Madison, Wis., is con- 
structing a building on the medical campus as a service 
memorial and institute for medicine and hygiene. The 
building will be a memorial to citizens of the state who 
served in the World War. 

The new medical building will connect by corridors with 
the Wisconsin General Hospital and will provide quarters 
for the state laboratory of hygiene, the laboratory of the 
state board of health, for bacteriology, physiologic chemis- 
try and other sciences, the medical library, lecture and 
recitation rooms and shops. 
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INDIANA CONSIDERS THE EVILS OF WASTE 
AT ANNUAL MEETING 


tendance and many local entertainments were the 

features of the meeting of the Indiana section of 
the American Hospital Association, held at Evansville, 
April 7 and 8. 

Dr. M. F. Steele superintendent, Methodist Episcopal 
Hospital, Fort Wayne, president of the association, was 
reelected for another term and Robert E. Neff, adminis- 
trator, Indiana University Hospitals, Indianapolis, was 
elected president-elect of the association. Missouria 
Martin, superintendent, Muncie Home Hospital, Muncie, 
was appointed executive secretary of the association and 
Gladys Brandt superintendent Cass County Hospital, 
Logansport, was elected treasurer; Eva Milburn, superin- 
tendent, Putnam County Hospital, Greencastle, and Dr. 
William M. Reser, St. Elizabeth Hospital, Lafayette, were 
elected vice-presidents and the following trustees were 
elected: A. G. Hahn, Deaconess Hospital, Evansville; 
Mrs. Ethel P. Clarke, Indiana University Training School 
for Nurses, Indianapolis; Dr. C. N. Combs, superin- 
tendent, Union Hospital, Terre Haute; Robert E. Neff, 
Indianapolis, and Dr. Anderson, Reid Memorial Hospital, 
Richmond. 

Following the invocation and address of welcome and 
the response, Dr. Steele delivered his presidential address 
in which he outlined the work that had been done by the 
association and the work that remained to be done during 
the coming year. The reading of the reports of the 
various committees was deferred until the business ses- 
sion which was to be held later. 


F  tendane exhibits of hospital supplies, a good at- 


Department Heads Must Cooperate 


An excellent paper on the coordination of the hospital 
administration and the department heads was read by 
Clarence H. Baum, superintendent, Lakeview Hospital, 
Danville, Ill. Mr. Baum stressed the importance of 
thorough understanding and cooperation between each 
department from the janitor up to the president of the 
board of trustees. His paper was most complete and 
was discussed by several of the members of the association. 
Mr. Hahn, Miss Brandt and many others commented upon 
the points that Mr. Baum had brought up. 

The members of the association were entertained at 
luncheon by the Optimist Club of Evansville, at which 
time John A. McNamara, executive editor, THE MODERN 
HosPITAL, Chicago, and the Rev. Newton E. Davis, of the 
Board of Methodist Hospitals and Homes, Chicago, spoke 
upon the relation of the hospital to the community. 

Dr. Joseph C. Doane, medical director, Philadelphia 
General Hospital, Philadelphia, and president-elect of the 
American Hospital Association, was the first speaker at 
the afternoon session. He took for his subject “Waste” 
and dwelt upon the waste of time and of opportunity in 
the hospital rather than upon the wasting of materials 
and food. His paper was one of the outstanding features 
of the sessions and was discussed by Dr. James Y. Wel- 
born, superintendent, Walker Hospital Clinic, Evansville 
and by Mr. Neff. Dr. Welborn also presided at this 
session. 

Dr. G. E. Mills, Boehne Tuberculosis Sanatorium, 
Evansville, read a paper on “The Sanatorium,” in which 
he outlined the workings of the tuberculosis ‘sanatorium 
at Evansville and the progress that was being made to 


stamp out this disease in that part of the state. His paper 
was well discussed by several of those present. 

One of the subjects not on the program in the afternoon 
that received much attention was that of postmortems. 
Many views were expressed upon the best methods of 
obtaining the largest number of postmortems and the 
most diplomatic manner of dealing with embalmers and 
relatives of the deceased. 

The big banquet hall of the hotel was filled when the 
dinner was held in the evening. Many of the physicians of 
the city on the staffs of several hospitals attended as 
well as the delegates. Dr. Steele presided as toastmaster 
and the speaker of the evening was Dr. Newton E. Davis. 
He told of the work that is being done by hospitals gen- 
erally and by the Methodist hospitals in the various parts 
of the United States. By many apt illustrations he 
stressed his points and sent home his message of better 
hospitalization. Following Dr. Davis was a costume re- 
cital by a musical group of Evansville, and the dinner 
ended with a few appropriate remarks by Dr. Steele. 
The exhibitors staged a dance in the same room, following 
the dinner, which lasted until one o’clock. 

On the morning of the second day an address on hospital 





Dr. M. F. Steele 


publicity was given by Mathew O. Foley, managing editor, 
Hospital Management, and it was discussed by Dr. William 
A. Doeppers superintendent, Indianapolis City Hospital, 
Indianapolis. The second address was given by Dr. 
William H. Walsh, executive secretary, American Hospital 
Association, Chicago, who told of the work that was being 
done in Chicago and spoke of the forthcoming meeting to 
be held in Minneapolis. Dr. Combs discussed Dr. Walsh’s 
paper and a general discussion followed. 

A “Good Fellowship” luncheon was held at noon, at 
which time those present had the opportunity of telling 
some of the noteworthy experiences that they had during 
the past year. It was presided over by Mr. Hahn and 
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the chief speaker was William Shane, vice-president, 
Evansville Chamber of Commerce, Evansville, whose ad- 
dress was well received. 

At the afternoon session an interesting paper on hos- 
pital fire insurance was read by W. K. Palmer, Indiana 
Inspection Bureau, Indianapolis. It appears elsewhere 
in this issue. 

One of the best round tables that has ever been pre- 
sented at any hospital meeting was conducted by Mr. 
Neff, in which many subjects were debated from a variety 
of angles. The meeting ended with a business session 
when reports were made. 

Following the meeting visits were made to the hospitals 
of Evansville and to the laboratories of manufacturers 
serving the hospital field. 

Friday evening at the Chamber of Commerce a public 
health meeting was held and was attended by the dele- 
gates. At this time both Dr. Doane and Dr. Walsh spoke. 
It is expected that the meeting next year will be held in 
Indianapolis. 





CONFERENCE ON PUBLIC HEALTH HELD IN 
CHICAGO, MARCH 24-25 


That mutual understanding of health problems by phy- 
sicians and health workers is necessary for the promotion 
of public welfare was stressed at the recent conference on 
public health, held at the office of the American Medica! 
Association, Chicago, March 24-25. The conference was 
called by the A. M. A. and was attended by representatives 
of many national health organizations of the country. Dr. 
Wendell C. Phillips, president, American Medical Asso- 
ciation, New York, presided. 

In his opening address, Dr. Phillips stated that the 
object of the conference was an understanding of the 
viewpoint of the various groups concerned in public health 
matters with the hope that methods of cooperation might 
be developed. 

Others who appeared on the program were Surgeon 
General Hugh S. Cumming, Washington, D. C., who spoke 
on the relation of the physician to public health; Dr. 
Harlow Brooks, New York, who spoke on public health 
as a specialty of medical practice; Dr. A. T. Holbrook, 
Milwaukee, Wis., who spoke on the relations of the physi- 
cian to public health in the small city; Homer Folks, sec- 
retary, State Charities Aid Association, New York; John 
A. Kingsbury, director, Milbank Memorial Fund, New 
York; Dr. George M. Fisher, president, New York State 
Medical Society, Utica, N. Y.; Dr. Matthias Nicoll, Jr., 
state health commissioner of New York; Dr. Linsly Wil- 
liams, director, National Tuberculosis Association, New 
York; Dr. W. T. Leathers, professor of preventive medi- 
cine, Vanderbilt University, Nashville, Tenn.; Dr. Olin 
West, secretary, American Medical Association, Chicago; 
Dr. J. A. Ferrell, International Health Board, New York, 
and Barry Smith, secretary. Commonwealth Fund, New 
York. 





NEW JERSEY HOSPITAL EXECUTIVES MEET 


The New Jersey Hospital Association met on March 18 
at Jersey City, N. J., and held a round table conference 
at which an interesting and varied program was presented. 
The members of the association were the guests of Dr. 
George O’Hanlon, medical director, Jersey City Hospital, 
and Mayor Hague of Jersey City. Over two hundred mem- 
bers of the association were present. 

The following are some of the speakers and their sub- 


THE MODERN HOSPITAL 93 


jects: “The Hospital and Workmen’s Compensation 
Laws,” Rev. John G. Martin, superintendent, St. Barnabas 
Hospital, Newark; “Special Metabolic Diets,” Mrs. Mar- 
garet F. Du Boise; “Tuberculosis in the General Hospital,” 
Dr. B. S. Pollak, medical director, Hudson County Tuber- 
culous Hospital, Secausus; “Some Current Nursing Prob- 
lems,” Jessie M. Murdoch, R.N., superintendent of nurses, 
Jersey City Hospital, Jersey City; “The Smali Hospital 
and Its Community,” Daisy C. Kingston, superintendent, 
Somerset Hospital, Somervilie. 





SUMMER CLINICS IN CHICAGO BROADEN 
IN SCOPE 


The Chicago Medical Society announces that because of 
increased facilities the 1927 summer clinics, supported by 
many of the largest hospitals and laboratories in Chicago, 
will be open to physicians from all states instead of being 
limited to Illinois as was the case last year. Admission 
will be by card issued by the Chicago Medical Society upon 
the payment of the fee of $10 for each two weeks’ course. 
No physician will be permitted to attend more than one 
course. The first course will run June 13 to June 24 and 
the second from June 27 to July 8. 

All physicians in Illinois will receive the schedules, and 
announcements will be sent to the American Medical As- 
sociation and the state medical journals. Registration will 
be open for this excellent postgraduate work to as many 
as can be accommodated, in the order of registration. 

Among the hospitals in Chicago that are supporting the 
clinics are the following: Post Graduate Hospital, Chicago 
Memorial Hospital, University of Illinois College of Medi- 
cine, Cook County Hospital, Michael Reese Hospital, Mercy 
Hospital, Presbyterian Hospital, Jackson Park Hospital, 
St. Luke’s Hospital, Ravenswood Hospital, Mount Sinai 
Hospital, Francis Willard Hospital, West Suburban Hos- 
pital, Evangelical Hospital, North Chicago Hospital, Chi- 
cago Lying-in Hospital, St. Joseph’s Hospital, Alexian 
Brothers Hospital, Laboratory of Surgical Technique, 
Washington Park Hospital, Chicago Municipal Sanitarium, 
John B. Murphy Hospital. Several of the large labora- 
tories have also agreed to give their cooperation in this 
great work. 





TWO NEW BUILDINGS PLANNED FOR 
HOSPITAL IN PHILADELPHIA 


A number of unusual features will be embodied in the 
new maternity and administration buildings for the Jew- 
ish Hospital, Philadelphia, the ground for which was re- 
cently broken. The maternity building will face toward 
Broad Street, with the administration building immediately 
behind, and will connect with the present building. Both 
will be in the Tudor style of architecture. 

The maternity building will be six stories high and will 
contain 192 beds. It will have a facade 206 feet long. 
While the building will be used primarily for maternity 
cases it will contain several departments, such as the x-ray 
and small operating rooms, diet kitchens and storage 
rooms to supplement those in the present building. The 
roof will contain a large glass enclosed room and open 
pavilions. The administration building will house the 
usual executive offices and record and file rooms. 

A special effort has been made to overcome an institu- 
tional appearance, by designing an octagonal foyer on 
each floor from which the corridors will radiate. The oc- 
tagon is to be wainscoted with marble of warm tones and 
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is to have restful and homelike furnishings to provide 
comfortable sitting rooms for visitors and convalescents. 
Particular attention has been paid to the lighting and ven- 
tilation of the buildings. Both are fireproof throughout 
and have soundproof flooring. All stairways are en- 
closed with fire retardant screens. Horace W. Castor, 
Philadelphia, is the architect. 





DR. SCHWARTZE TO HEAD MELLON 
INSTITUTE FELLOWSHIP 


Mellon Institute of Industrial Research, University of 
Pittsburgh, has announced the appointment of Dr. Erich 
W. Schwartze as head of the recently established multiple 
industrial fellowship on cooking utensils. 

The purpose of the fellowship is to make a comprehen- 
sive study, along the most approved scientific lines, of the 
effects of the corrosion of metallic cooking utensils upon 
the metal, as well as the effect upon the food, the results 
to be published from time to time. 

Dr. Schwartze is a specialist in food research and will 
be assisted by Frank J. Murphy, a junior industrial fellow 
of the institute. 





MISSOURI, KANSAS AND OKLAHOMA ASSO- 
CIATIONS TO MEET IN JOINT SESSION 


The Missouri Hospital Association will hold its fifth 
annual meeting at Kansas City, Mo., May 27 and 28, in 
joint session with the Kansas Hospital Association and 
the Oklahoma Hospital Association. It is planned also 
to invite the hospitals of Iowa and Nebraska to meet 
with these three associations at that time, thus bringing 








Dr. B. A. Wilkes 


together five middle western states, with a view to the 
possibility of eventually forming a mid-western hospital 
association. 

Many exhibits of an educational and scientific nature 
will be displayed at this meeting and an admirable pro- 
gram has been planned. Among the subjects to be dis- 
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cussed are the grading program of nursing schools and 
the position occupied by the small hospitals in their re- 
spective communities. The following are some of the 
speakers: Dr. May Ayres Burgess, R. N., New York; 
Dr. M. T. MacEachern, American College of Surgeons, 
Chicago; Dr. Rush E. Castelaw, Kansas City, Mo.; Rev. 
R. D. S. Putney, St. Louis, and Dr. L. H. Burlingham, 
St. Louis. Social features will include a theatre party 
and an automobile tour, when visits will be made to vari- 
ous hospitals. 

Dr. B. A. Wilkes, superintendent, Missouri Baptist 
Sanitarium, St. Louis, Mo., is the president of the asso- 
ciation and will preside at the various sessions. 





COMMITTEE MAKES SUGGESTIONS FOR 
NIGHTINGALE BIRTHDAY 


The American Hospital Association has prepared a bul- 
letin on National Hospital Day which it has distributed 
to the members of the association and in which suggestions 
for the observance of the birthday of Florence Nightin- 
gale, May 12, are set forth. Many newspaper releases, 
ideas for the reception of vicitors, radio talks and other 
means of interesting the community in the hospital have 
been prepared and are to be found in the pamphlet. 

A committee on publicity was formed recently and it 
was from this committee that the suggestions were ob- 
tained. Emphasis this year is centered on the fact that 
no funds are to be collected on National Hospital Day and 
the hospitals observing it are asked to refrain from con- 
necting fund raising with the observance in any way 
whatever. 

As usual, a certificate is offered for the hospital present- 
ing the best evidence of the day’s observance both by 
publicity obtained in newspapers and by photographs of 
the celebration. 





SOUTH DAKOTA ORGANIZES ASSOCIATION 


Twenty hospitals were represented at a meeting at 
Huron, S. D., on March 1, to organize a state hospital 
association for South Dakota. Dr. R. L. Murdy of Lin- 
coln Hospital, Aberdeen, acting as temporary chairman, 
outlined the reasons for a state association and gave an 
interesting talk on “Live Hospital Problems.” 

The following officers were elected: President, Dr. 
F. E. Clough, Homestake Hospital, Lead; vice-president, 
Sister Flavia, Sacred Heart Hospital, Yankton; secretary, 
D. L. Braskamp, Lincoln Hospital, Aberdeen; and trus- 
tees, Elmer Anderson, Luther Hospital, Watertown, and 
Dr. R. L. Westaby, New Madison Hospital, Madison. 

The first convention of the new association will be held 


‘at Huron on May 2. 





OHIO DIETETIC ASSOCIATION MEETS 


The Ohio Dietetic Association held an interesting annual 
meeting on Tuesday and Wednesday, April 5 and 6 at the 
Neill House, Columbus, at the same time that the Ohio 
Hospital Association was holding its thirteenth annual 
meeting. 

The morning was devoted to committee meetings and 
to registration and this was followed by a luncheon at 
which Charlotte Hopkins, Grant Hospital, Columbus, 
delivered an address of welcome. Bertha E. Beecher, 
dietitian, Christ Hospital, Cincinnati, gave the response. 

The afternoon session started promptly at 2 p. m., at 
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which time Miss Beecher presided and papers were read 
on the following topics: “Selling Your Point of View”; 
“Vitamins in Diets For the Sick”; “The Dietary Depart- 
ment From the Viewpoint of the Hospital Superintendent.” 
Later a tea was given by the members of the Columbus 
Dietetic Association. 

Business started on the second day directly after break- 
fast with a committee round table. This was followed 
by two papers and some discussion, and ended with a 
business session when the reports of the committees were 
read. 





NEW YORK ASSOCIATION OFFERS LIVE 
PROGRAM 

The program for the forthcoming meeting of the Hos- 
pital Association of New York State, to be held at Syra- 
cuse, May 26 and 27, has been formulated and gives 
promise of a live and interesting meeting. 

The morning session on the opening day will be taken 
up largely with committee ~eports presented by the chair- 
men of the various committees, followed by discussions. 
The afternoon program on that day will deal with nurs- 
ing topics, the report of the nursing committee being 
given by Dr. William L. Wallace, president, Crouse- 
Irving Hospital, Syracuse, N. Y., and papers on “The 
Nurses’ Curriculum” by Janet M. Geister, R. N., secretary, 
American Nurses Association, and “The Hospital and 
the School of Nursing” by a speaker whose name is not 
yet announced. 

The morning session on the second day will be opened 
by a paper on “The Relationship of the Superintendent 
and the Trustees” by Charles F. Neergaard, New York. 


John R. Howard, 
Jr., who will con- 
duct the round 
table. 
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A round table will follow this, conducted by John R. 
Howard, Jr., superintendent, New York Nursery and 
Child’s Hospital, New York. This will include discussion 
of such questions as: Should visiting committees report 
defects to the superintendent or the trustees? How can 
economy in the use of linen and surgical supplies be 
attained? How often should a fire drill be held? What 
concession is made in providing hospital care to doctors 
in the community? How long sick leave is allowed hos- 
pital employees? How long vacations? 

At the afternoon session hospital labor turnover will 
be discussed by Jacob Goodfriend, assistant superinten- 
dent, Montefiore Hospital, New York, and hospital per- 
sonnel relationships by another speaker. 
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COMING MEETINGS 


American Association of Hospital Social Workers. 
President, Mrs. Charles W. Webb, Lakeside Hospital, 
Cleveland, Ohio. 
Secretary, Lena R. Waters, Hospital of the University of 
Pennsylvania, Philadelphia. 
Next meeting, Des Moines, Iowa, May 11-18, 1927. 


American College of Surgeons. 
President, Dr. W. W. Chipman, Montreal. 
Director General, Dr. Franklin H. Martin, 40 E. Erie St., 
Chicago. 
Next meeting, Detroit, Mich., October 3-7, 1927. 
American Dietetic Association. 
President, Florence Smith, St. Mary’s Hospital, Rochester, 
Minn. 
Secretary, Anne Boller, Riverside, Ill. 
Next meeting, St. Louis, Oct. 17-19, 1927. 
American Hospital Association. 
President, Dr. R. G. Brodrick, University of Stanford 
Hospitals, San Francisco, Calif. 
Executive secretary, Dr. William H. Walsh, 18 East Divi- 
sion Street, Chicago. 
Next meeting, Minneapolis, Minn., October 10-14, 1927. 
American Occupational Therapy Association. 
President, T. B. Kidner, 175 Fifth Avenue, New York. 
Sec.-Treas., Eleanor Clarke Slagle, 175 Fifth Avenue, New 
York. 
Next meeting, Minneapolis, Minn., Oct. 10-14, 1927. 
American Psychiatric Association. 
President, Dr. Geo. M. Kline, Department for Mental Dis- 
eases, State House, Boston. 
Secretary, Dr. Earl D. Bond, Philadelphia. 
Next meeting, Cincinnati, Ohio, May 31-June 3, 1927. 
American Medical Association. 
President, Dr. Wendell Phillips, 40 West 47th St., New 
York. 
Secretary, Dr. Olin West, 535 North Dearborn Street, 
Chicago. 
Next meeting, Washington, D. C., May 16-20, 1927. 
American Physiotherapy Association. 
President, Gertrude Beard, Wesley Memorial Hospital, 
Chicago. 
Secretary, Ida M. Hozenhyer, 2900 Mildred avenue, Chicago. 
Next meeting, Washington, D. C., May 16-18, 1927. 
American Protestant Hospital Association. 
President, Robert Jolly, Baptist Hospital, Houston, Texas. 
Secretary-treasurer, Rev. Frank C. English, Christ Hospi- 
tal, Cincinnati. 
Next meeting, Minneapolis, Minn., October 8, 9, 10, 1927. 
British Hospital Association. 
Next meeting, Norwich, England, June 23-24, 1927. 
Catholic Hospital Association. 
President, Rev. C. B. Moulinier, 124 Thirteenth street, 
Milwaukee, Wis. 
Secretary, Sister M. Philomena, 124 Thirteenth street, 
Milwaukee, Wis. 
Next meeting, Milwaukee, Wis., June 20-24, 1927. 
Hospital Association of the State of Illinois. 
President, Dr. Paul W. Wipperman, Decatur and Macon 
County Hospital, Decatur. 
Secretary, Joseph F. Miller, Methodist Hospital of Central 
Illinois, Peoria. 
Next meeting, Chicago, May 5-6, 1927. 
Hospital Association of New York State. 
President, Dr. George B. Landers, Highland Hospital, 
Rochester, N. Y. 
Secretary, Edgar C. Hayhow, New Rochelle Hospital, New 
Rochelle. 
Next meeting, Syracuse, May 26 and 27, 1927. 
Minnesota Hospital Association. 
President, Margaret Rogers, St. Luke's Hospital, St. Paul. 
Secretary, Donald C. Smelzer, Charles T. Miller Hospital, 
St. Paul. 
Next meeting, Duluth, June 24 to 25, 1927. 
Missouri Hospital Association. 
President, Dr. B. A. Wilkes, Missouri Baptist Sanitarium, 
St. Louis. 
Secretary, W. J. Grolton, Missouri Pacific Hospital, St. 
Louis. 
Next meeting, Kansas City, May 27-28, 1927. 
National League of Nursing Education. 
President, Carrie M. Hall, Peter Bent Brigham Hospital, 
Boston. 
Secretary, Blanche Pfefferkorn, 370 Seventh Avenue, New 
York. 
Next meeting, San Francisco, June 6-10, 1927. 
National Tuberculosis Association. 
President, Dr. Henry Sewall, Denver, Colo. 
Managing Director, Linsly R. Williams, 370 Seventh Ave- 
nue, New York. 
Next meeting, Indianapolis, Ind., May 23-26, 1927. 
New England Hospital Association. 
President, Dr. Harold W. Hersey, Bridgeport Hospital, 
Bridgeport, Conn. 
Secretary, Dr. Leslie Wright, Peter Bent Brigham Hospi- 
tal, Boston, Mass. 
Next meeting, Boston, Mass., May 5 and 6, 1927. 
South Dakota Hospital Association. 
President, Dr. F. E. Clough, Homestake Hospital, Lead. 
Secretary, D. L. Branskamp, Lincoln Hospital, Aberdeen. 
Next meeting, Huron, May 2, 1927. 
Wisconsin Hospital Association. 
Rev. H. L. Fritschel, Milwaukee Hospital, Milwaukee. 
Executive Secretary, H. K. Thurston, Jackson Clinic, 
Madison. 
Next meeting, Milwaukee, May 23 and 24. 
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CATHERINE E. OWENS, R.N., formerly superintendent 
of Sheltering Arms Hospital, Athens, Ohio, is the new 
superintendent of Bellevue Hospital, Bellevue, Ohio. 


Dr. G. A. ROOSE has been appointed acting head of the 
Central Clinic and Hospital, Salem, Ohio, succeeding the 
late Dr. H. K. Yaggi, president. 


Dr. A. H. SMITH, medical director and superintendent, 
Livingston County Sanatorium, Pontiac, IIl., has resigned 
to locate in Ontario. 


Dr. W. LANGSTON is the new superintendent of the 
State University Hospital, Oklahoma City, Okla. 


E. E. HANSON has succeeded INGEBORG SPONLAND as the 
superintendent of the Lutheran Deaconess Hospital, Chi- 
cago. Miss Sponland has gone to China. 


KATHARINE BROWN, R.N., for several years superin- 
tendent of the Bryn Mawr Hospital, Bryn Mawr, Pa., has 
been appointed superintendent of the Jeanes’ Memorial 
Hospital, Fox Chase, Philadelphia. 


Dr. Cyrus C. Sturcis, Harvard University, has been ap- 
pointed director of the Thomas Henry Simpson Memorial 
Institute of Medical Research of the University of Michi- 
gan Hospital, Ann Arbor, Mich. Dr. Sturgis will also 
have the title of professor of internal medicine. 


Mary A. Morris, who for the past four years has been 
superintendent of Richard’s Hospital, Port Deposit, Md., 
has resigned to go to Florida. 


SisteR M. HuBERTINA, formerly superior at St. Mary’s 
Hospital, Columbus, Nebr., succeeds SisteR M. HERMANA 
as superior at St. Francis Hospital, Colorado Springs, 
Colo. The latter has been transferred to St. Mary’s Hos- 
pital, Columbus, Nebr. 


AMELIA K. COLLINS has resigned as superintendent of 
the Paintsville, Ky., hospital. 


MAUDE Brokow has resigned as superintendent of the 
Bellevue Hospital, Bellevue, Ohio. 


JOHN S. McCoNNELL, formerly superintendent, Samari- 
tan Hospital, Philadelphia, is now superintendent of the 
Newcomb Hospital, Vineland, N. J. 


RuTH I. String, formerly of the Maryland Tuberculosis 
Sanatorium, State Sanatorium, Md., is superintendent of 
the Etowah County Tuberculosis Sanatorium, Gasden, Ala. 


M. ELLEN MCINTYRE has resigned from the superin- 
tendency of the Yonkers Homeopathic and Maternity 
Hospital, Yonkers, N. Y. 


Dr. GEORGE T. BASKETT, superintendent, Willmar State 
Asylum, Willmar, Minn., has resigned to become superin- 
tendent of the Pennsylvania State Hospital, Wilkes-Barre. 
He will be succeeded by Dr. B. F. Smiru, for the past 
five years assistant superintendent, St. Peter State Hos- 
pital, St. Peter, Minn. 


Dr. J. WALTER LAYMAN has been appointed in charge 
of the South Boston General Hospital, South Boston, Va. 


CONSTANCE MAGNUSON succeeds MARGARET Fay as di- 
rector of the school of nursing of the Swedish Hospital, 
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Brooklyn, N. Y. Miss Magnuson was formerly with the 
University of Michigan Hospital, Ann Arbor, Mich. 


ABBIE I. PorTER, formerly director of nursing service at 
the Cleveland Clinic Hospital, Cleveland, is now super- 
intendent of the institution. 


SISTER PATRICIA is the new superintendent of St. Mary’s 
Hospital, Duluth, Minn. 


C. Q. SMITH is the new commissioner of the Methodist 
Hospital, Fort Worth, Tex., succeeding Dr. W. H. 
MATTHEWS. 


Dr. L. E. EMANUEL, Chickasha, Okla., is the new presi- 
dent of the Oklahoma Hospital Association, taking the 
place of PAUL FESLER who has gone to the University of 
Minnesota Hospital. 


Dr. J. F. Norris, formerly assistant superintendent of 
the State Hospital for the Insane, St. Peter, Minnesota, 
has joined the staff of the Pennsylvania State Hospital, 
Wilkes-Barre. 

Howarp C. SMITH has been appointed superintendent 
and Mrs. Howarp C. SMITH matron, of the new Kings 
County asylum for the harmless insane, Nova Scotia, 
which is to open soon. 


Eva ARMOUR is the new superintendent of Hale’s Hos- 
pital, Quebec, succeeding MARY SHAW who recently re- 
signed to be married. 


Sytvia Reiss has been appointed temporary superin- 
tendent of West Hudson Hospital, Kearney, N. J., to fill 
the place of Mrs. Lutu G. WILKINS who died of blood 
poisoning. Mrs. WILKINS had been superintendent since 
March 1, succeeding ANN RADL. 


Dr. HuGH HEATON has resigned as superintendent of 
the Malden Hospital, Malden, Mass. No successor has 
been appointed as yet 


SISTER MARY VERONICA is the superintendent of Mercy 
Hospital, Chicago, succeeding SISTER MARY DE PAzziI who 
has become a member of the staff of Misericordia Hospital, 
Chicago. 

VIVIAN E. MINCK, R.N., a graduate of St. Joseph’s In- 
firmary, Fort Worth, Texas, and formerly of the Virginia 
St. Hospital, Graham Texas, is the new superintendent at 
the Angelina County Hospital, Lufkin, Texas. 

Mary E. HENRY, for the past nine years superintendent, 
Pottstown Hospital, Pottstown, Pa., has accepted the 
superintendency of the Washington County Hospital, 
Hagerstown, Md., succeeding EMMA M. GLOVER. 

ADAH H. PATTERSON, formerly superintendent, St. 
Luke’s Hospital, St. Paul, Minn., is now superintendent of 
the Children’s Orthopedic Hospital, Seattle, Wash., suc- 
ceeding W. L. WEGHING, R.N. 

ANNA C. PHILLIPS has been appointed associate director 
of field service of the American Public Health Association. 
Miss Phillips was formerly associated in health and hos- 
pital surveys with Dr. Haven Emerson, professor of public 
health administration, Columbia University, New York. 

CHARLOTTE E. DUNNING is the new superintendent of 
the Jamaica Hospital, Long Island, N. Y. Miss Dunning 
was formerly superintendent of the Cleveland Clinic Hos- 
pital, Cleveland, Ohio. 

ETHEL B. KYLE is acting superintendent of Kewanee 
Public Hospital, Kewanee, Ill. 

BEssIE A. Bupp, R.N., superintendent of nurses, Yonkers 
Homeopathic and Maternity Hospital, Yonkers, N. Y., is 
now acting as superintendent of the hospital. 
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OF CATHOLIC HOSPITAL 


ASSOCIATION OF PENNSYLVANIA 


gathered at Scranton, Pa., on April 19-20, for the an- 

nual meeting of the Catholic Hospital Association of 
Pennsylvania held at the Hotel Casey and the Mercy 
Hospital. 

The meeting opened at Mercy Hospital with a mass 
celebrated by the Rev. J. J. Featherstone, J.C.L., diocesan 
director of schools, Scranton. Following this the Sisters 
went to the crystal ballroom at the Hotel Casey for the 
first series of papers. Sister M. Irenaeus, R.N., Provi- 
dence Hospital, Beaver Falls, who is president of the 
association, presided and introduced the Rev. J. S. Fagan, 
diocesan administrator of the Scranton diocese who wel- 
comed the delegates. 

He was followed by the Rev. D. J. Conners, S.T.L., 
Scranton, who delivered an excellent paper on “The Func- 
tion of the Catholic Hospital.” Father Conners empha- 
sized the importance of a definite philosophy of life and 
stated that this was one of the possessions that the Nuns 
had, as they had taken vows to foreswear worldly pleas- 
ures, devoting their lives to the healing of the sick and 
comforting the dying. 

One of the best papers heard at any convention was 
read by Sister M. Laurentine, R.N., St. Francis Hospital, 
Pittsburgh, on “The Care of the Psychoneurotic Patient 
in the General Hospital.” She explained that this type 
of patient was much more common than is supposed and 
that it is the hospital’s duty to deal intelligently with 
the neurotic—particularly in postoperative cases. 

Much discussion was caused by the paper on organizing 
the laboratory in a small hospital, read by Sister M. de 
Chantal, R.N., Du Bois Hospital, Du Bois. Various methods 
of charges, the importance of the laboratory, the salaries 
of pathologists and technicians and other pertinent phases 
of this department in both large and small hospitals, were 
discussed. 


GS ‘sathere from hospitals in all parts of Pennsylvania 


Develop Personality of Nurse 


After luncheon Father Featherstone delivered an ex- 
cellent talk on developing the personality and culture of 
the nurse. He emphasized the fact that the hospital is 
often wrongly judged by the student nurse, and that 
every effort should be made to see that she becomes a 
woman of tact and refinement and an asset to the hos- 
pital with which she was connected. 

Dr. M. J. Noone, Scranton, read a paper on endocrin- 
ology, in which he outlined the important work and de- 
velopments that were taking place in this phase of therapy. 

Sister M. Martina, R.N., Mercy Hospital, Wilkes-Barre, 
outlined the method of nurse instruction by the lesson 
plan and generally summed up the practice in nurse train- 
ing at her hospital. Her subject was discussed by nearly 
all of the nurse instructors present and was followed by 
a talk by the Rev. E. F. Garesche, S.J., Milwaukee, Wis., 
who, instead of dealing with his assigned topic, com- 
plimented Sister Martina with a continuation of her topic. 

The session ended with a talk by John A. McNamara, 
executive editor, THE MODERN HospitTa., Chicago, who dis- 
cussed each paper that had been presented and reviewed 
the progress that has been made in the hospital field. 

A round table was held at Mercy Hospital in the eve- 
ning. Sister M. Regina, R.N., B.S., conducted it, and 
many problems of nurse training and discipline were 


brought up. Sister M. Etheldreda, R.N., M.A., Mercy 
Hospital, Pittsburgh, led the discussion. 

On Wednesday a trip to College Misericordia, Dallas, 
was enjoyed. The only speaker at the Wednesday morning 
session was the Rev. J. P. Boland, D.D., diocesan director 
of hospitals, Buffalo, N. Y., who read a paper entitled 
“Keeping Religion in the Catholic Hospital.” 

The following officers were elected: President, Sister M. 
Regina, R.N., B. S., Mercy Hospital, Wilkes-Barre; first 
vice-president, Sister M. Illuminata, St. Agnes Hospital, 
Philadelphia; second vice-president, Sister Carmeleta, Du 
Bois Hospital, Du Bois; third vice-president, Sister M. 
Louise, St. Joseph Hospital, Pittsburgh; secretary, Sister 
M. Avellina, Mercy Hospital, Scranton. 





COMMITTEE ON THE GRADING OF NURSING 
SCHOOLS ISSUES QUESTIONNAIRE 


The Committee on the Grading of Nursing Schools, 
New York, in connection with its study of the alleged 
nursing shortage, has sent the following letter to 38,000 
doctors scattered throughout the country: 

Dear Doctor: 

You are one of 38,000 doctors whom we are asking to 
report upon nursing conditions in their localities. We are 
attempting to reach every member of the state medical 
societies in Massachusetts, New York, Pennsylvania, 
Georgia, Louisiana, Illinois, Kansas, Wyoming, Washing- 
ton, California, and to secure from these doctors and, 
through them, from their patients, statements as to the 
supply and quality of nursing service available in these 
states at the present time. A week in the month of 
March has been chosen because it represents a period 
when there is much sickness and when, if there is a 
genuine nursing shortage, it should be evident. 

We are sending this material to you because we believe, 
if a satisfactory study of the alleged nursing shortage 
is to be made, that it is essential to secure evidence not 
only from nurses and registries, but also from the em- 
ploying groups—the hospital, the patient, and the doctor. 
The study is being made by the Committee on the Grading 
of Nursing Schools, which is a co-operative committee 
officially representing seven national medical, nursing, and 
public health organizations. The personnel of this Com- 
mittee is printed on the back of this letterhead. 

Enclosed with this letter you will find three question- 
naires. Form 1 is for you to answer. Forms 2 and 3 
we should like to have you give to two of your patients 
who have recently had experience with nurses. We are 
asking the doctors to put these in the hands of their 
patients, so that the patients will understand that this is 
an important problem and will take the questionnaires 
seriously. 

We ask your cooperation. Please send us this report 
and ask two of your patients to send us theirs. 

(Signed) William Darrach, M.D., Chairman 
May Ayres Burgess, Ph.D., Director 

The three questionnaires that accompany the letter are 
headed: “The Doctor and the Private Duty Nurse,” “The 
Patient and the Private Duty Nurse” and “The Patient 
and the Hospital Nurse.” The first of these is to be 
answered by the doctor and relates to his experience with 
private duty nurses during one week. The second is to 
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be answered by one of the doctor’s patients who has 
recently employed a private duty nurse, either in the 
hospital or at home. The third questionnaire, “The Patient 
and the Hospital Nurse,” is to be given to one of the 
doctor’s patients who has recently been in a hospital and 
has relied upon the regular nursing service and has not 
employed a special nurse. 

When the study is finished reports of the findings will 
be published in the medical, hospital and nursing journals 
and in special pamphlets issued by the Committee on the 
Grading of Nursing Schools. 





POSTGRADUATE COURSE HELD FOR STUDY 
OF TUBERCULOSIS 


An intensive study of modern methods of treatment 
and of early diagnosis of tuberculosis was the aim of a 
postgraduate course and clinical conference on tuberculosis 
sponsored by the Berks County Medical Society, Berks 
County, Pa., and held from April 11 to April 20, at 
Neversink Mountain Sanitarium, Reading, Pa. 

Eminent specialists in chest diseases gave the lectures, 
which covered such topics as causes of tuberculosis, ac- 
tivity of the disease, differential diagnosis, treatment 
routine for best results and special treatments. Demon- 
strations of typical cases were also held at the sanitarium. 

The course was in charge of Dr. W. P. Brown, medical 
secretary of the Pennsylvania Tuberculosis Society, Phila- 
delphia, assisted by Dr. S. B. Hertzog, superintendent of 
Neversink Mountain Sanitarium. 

The attendance at this course was limited to ten doctors. 





COOK COUNTY HOSPITAL TO RANK AS 
LARGEST HOSPITAL 


When the buildings in course of erection at Cook County 
Hospital, Chicago, are completed in the near future, 
Chicago will be able to claim the largest hospital in the 
world. The institution will then have 3200 beds for 
patients. The London-Middlesex Hospital will rank sec- 
ond in capacity, with 3000 beds and the Vienna General 
Hospital third, with 2800 beds. A sum of about two 
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and a half millions has been expended on the present 
building program. 

Cook County Hospital admits more than 40,000 patients 
annually and between 700 and 800 postmortems are per- 
formed each year. Clinics run to nearly 2100 annually, 
averaging about forty a week. They are attended by 
about 800 students at a cost to each student of $5 for a 
ticket good for one year. The clinics include all varieties 
of medical and surgical cases. 

More than 40,000 dispensary cases are treated annually 
and 40,000 additional cases are examined and rejected. 
Admissions to the hospital are about 40,000 annually, so 
that the total number of cases passing through the hands 
of the hospital attending staff is around 120,000 each year. 
At the beginning of this year the hospital admitted its 
one millionth patient, since the time, fifty-two years ago, 
when it was established in its present buildings. 

The buildings cover an area of ten acres and with the 
equipment of the hospital, but not the ground it stands 
on, are valued at fourteen million dollars. 





PSYCHIATRIC SOCIAL WORKERS TO MEET 


The American Association of Psychiatric Social Workers 
will hold its first annual meeting as a separate organiza- 
tion in conjunction with the fifty-fourth annual meeting 
of the National Conference of Social Work, in Des Moines, 
Iowa, May 11 to 18. 


NEW NURSES’ HOME PLANNED FOR 
CHICAGO HOSPITAL 


A new home for nurses, to cost about $600,000, will be 
erected by officials of St. Bernard’s Hotel Dieu Hospital, 
Chicago. The new home will occupy the site of the old 
one which is to be torn down immediately. 

There will be 175 rooms in the building, with accommo- 
dations for 150 nurses. The structure will be four stories 
high and will be directly across the street from the hos- 
pital. It is expected that work will start early in the 
summer and be completed by the first of next year. 





Medical, dental and administrative officers, U. S. Marine Hospital, No. 14, New Orleans, La. 
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MORE LEGISLATIVE WORK URGED AT 


PROGRAM replete with interest, and several social 
A functions characterized the meeting of the Hospital 
Association of Pennsylvania, which was held at 

the Adelphia Hotel, Philadelphia, on Apri] 20, 21 and 22. 


In addition to the pro- 
gram features of the meet- 
ing there was also a hall 
filled with excellent exhibits, 
and the members of the 
association, which is the 
largest of any state organ- 
ization of hospital execu- 
tives, spent much of their 
time visiting the booths 
where the wares were dis- 
played. 

Dr. E. E. Shiffersteine, 
superintendent, Coaldale, 
State Hospital, Coaldale, 
was elected president-elect 
and will follow into office 
Dr. H. K. Mohler, medical 
director, Jefferson Hospital, 
Philadelphia, who assumed 
the duties of president fol- 
lowing the meeting. The 
other officers elected were 
as follows: May A. Middle- 
ton, superintendent, Meth- 
odist Episcopal Hospital, 
Philadelphia, first vice pres- 
ident; Sister M. Edmonda, 
Philadelphia, second vice 
president; Elmer E. Mat- 
thews, superintendent, 
Wilkes-Barre General Hos- 
pital, Wilkes-Barre, treasu- 
rer, and Howard E. Bish- 
op, superintendent, Robert 
Packer Hospital, Sayre, 
trustee. No executive sec- 
retary was appointed at this 
time to fill the vacancy 
caused by the resignation of 
John M. Snith, superin- 
tendent, Hahnemann Hos- 
pital, Philadelphia, who has 
been the secretary since the 
organization of the associa- 
tion. 

The meeting opened with 
President Bishop presiding, 
and by invocation delivered 
by the Rev. John W. 
Keough, University of Penn- 
sylvania, Philadelphia. The 
address of welcome was 
given by Dr. Wilmer Kru- 


sen, director of Public Health, Philadelphia, and the re- 
sponse was made by Mr. Matthews. This was followed 
by the presidential address given by Mr. Bishop. 

Mr. Bishop stressed the many services that had been 
carried out by the association during the past year and 
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briefly outlined the work of the legislative committee. He 
said that the three objectives that had been aimed for 
during 1926 and 1927 had been a reduction of the inheri- 
tance tax on bequests to charitable institutions, a modifica- 


Our Monthly Round Table 


Can you answer these questions discussed in 
this issue? 

1. For what reasons should the superintendent 
interest himself in the health of the student 
nurse? (p. 49) 

2. What care does the hospital owe its nurses 
when they are ill? (p. 52) 

3. Are communities fulfilling their responsi- 
bilities toward their convalescents? (p. 57) 

4. Name some reasons why those in need of 
convalescent care fail to get it. (p. 58) 

5. What standards should guide the manage- 
ment of convalescent homes? (p. 60) 

6. Why is it advantageous to have a combined 
diagnostic unit and out-patient department on one 
floor in a teaching hospital? (p. 68) 

7. Should patient’s length of stay in a tuber- 
culosis sanatorium be limited? (p. 70) 

8. Name some ways in which a tuberculous 
patient can protect himself. (p. 74) 

9. Is it economical for a hospital to own its 
radium? (p. 77) 

10. How may the dangers of handling radium 
be minimized? (p. 81) 

11. Enumerate arguments in favor of an 
organized medica! staff. (p. 85) 

12. What are some of the advantages and dis- 
advantages of an open hospital? (p. 88) 

13. What benefits result from artificial light 
therapy? (p. 102) 

14. What should be the hospital’s attitude 
when asked to recommend an individual under- 
taker? (p. 108) 

15. How should hypodermic injections be ad- 
ministered? (p. 110) 

16. Who should notify the family physician 
regarding his patient’s progress while he is in 
the hospital? (p. 112) 

17. What factors affect curative value of oc- 
cupational therapy in mental cases? (p. 116) 

18. Name ways to reduce fire insurance costs. 
(p. 120) 

19. How should new buildings be protected 
against fire? (p. 120) 

20. Is a personal relationship possible between 
patient and physician in a hospital? (p. 126) 


tion of the present compen- 
sation law that would bene- 
fit the hospitals, and legis- 
lation that would protect 
hospitals in liability cases 
where there is insurance. 

The success of this pro- 
gram was summed up as 
follows: The _ inheritance 
tax on bequests to charitable 
institutions has been re- 
duced from 10 to 5 per 
cent; progress has _ been 
made but nothing definite 
has been done on the re- 
vision of the workmen’s 
compensation laws; the mat- 
ter of protection in public 
liability cases where there 
is insurance was not taken 
up with the legislators at 
this time, upon advice of 
legal counsel. 

President Bishop also 
took up several other in- 
teresting topics, particular- 
ly a discussion of the state 
welfare department, the 
nursing problem, standard- 
ization and hospital build- 
ing. The address was one 
of the most comprehensive 
and valuable ever delivered 
at a state hospital meeting. 

Following this address 
several of the committees 
made reports, and a short 
business session was held 

From four to six in the 
afternoon the Hospital As- 
sociation of Philadelphia 
tendered to the visiting del- 
egates a reception in the 
convention room. This 
proved to be most enjoy- 
able and the success of the 
occasion was due to the 
efforts of the committee 
which consisted of May A. 
Middleton, Elsie Miller, Es- 
ther Miller, Lillian Carson, 
Stella Mummert, Hulda 
Randall, Mother M. Ed- 
monda, Mrs. Joseph C. 


Doane and Mrs. Johan M. Smith 

The evening session of the first day was given over to 
an address delivered by Dr. Josiah H. Penniman, Provost, 
University of Pennsylvania. 
Joseph C. Doane, medical director and superintendent, 


He was introduced by Dr. 
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Philadelphia General Hospital, Philadelphia. The musical 
program that preceded Dr. Penniman’s address was fur- 
nished by the University of Pensylvania Quartette. 

The intern problem was the general theme for the morn- 
ing session, Thursday, with four speakers discussing the 
subject from four angles. The first on the program was 
John L. Burgan, superintendent, Abington Memorial Hos- 
pital, Abington, who briefly told how the interns were 
appointed in the hospitals of Philadelphia. Edith B. Ir- 
win, superintendent, Westmoreland County Hospital, 
Greensburg, told of the difficulties and the overcoming of 
these difficulties in securing interns for a small hospital. 
Dr. Charles W. Mayo, a nephew of Dr. William J. and 
Dr. Charles H. Mayo, Rochester, Minn., who is an intern 
at the Robert Packer Hospital, Sayre, interestingly told 
how the intern picks the hospital, giving a variety of 
reasons why certain students wish hospitals in a certain 
part of the country or of a certain type. Dr. William 
Pepper, dean of the school of medicine, University of 
Pennsylvania, was the last speaker on the subject, telling 
what the medical school and intern committee require of 
a hospital for proper internship. With these four opinions 
expressed the general discussion opened. All four of the 
papers brought forth several opinions and it was the 
general feeling that the session had proved to be one of 
great value. 


Laboratory Charges Discussed 


The second half of the morning program was devoted 
to the debate between Dr. Stanley P. Reiman, director of 
laboratory, Lankenau Hospital, Philadelphia, and Dr. 
Herbert Fox, director of the Pepper Laboratory, Univer- 
sity of Pennsylvania Hospital, Philadelphia, on the subject 
“Laboratory Charges—Flat Fee System.” Dr. Reiman 
advocated this system and told of its advantages, while 
Dr. Fox pointed out what to his mind were the disad- 
vantages of the system. 

Two addresses and a round table were the features of 
the Thursday afternoon session. Mrs. E. S. H. McCauley, 
secretary of welfare of the Commonwealth of Pennsyl- 
vania, Harrisburg, who was to have read the first paper, 
“The Relation of the Welfare Department to the Hospitals 
of the State,” was unable to do so on account of indispo- 
sition and her paper was read by an assistant. 

Dr. B. L. Scott, bureau of restoration, Department of 
Welfare, Harrisburg, read the second paper on the ro- 
mance of restoration. He told of the work that is being 
done and its direct and indirect effect upon every com- 
munity in the state. He outlined the difference between 
city and small town work and the different methods that 
must be employed. 

Lewis N. Clark, superintendent, Germantown Hospital, 
Philadelphia, conducted the round table on hospital prob- 
lems and several important matters were discussed, chief 
among them purchasing and charges that should be made 
in emergency cases. 

Dr. George W. Reese, superintendent, Shamokin State 
Hospital, Shamokin, asked the blessing at the banquet 
that was held on the evening of Thursday. Dr. Reese, 
besides being a surgeon and hospital superintendent, is a 
minister. The speaker of the evening was Irving O‘Hay, 
New York, a soldier of fortune, who told in a rather 
humorous manner his adventures as a tramp, soldier, 
actor and public speaker. His rough and picturesque 
career was depicted in equally rough and picturesque lan- 
guage. 

The session on the closing day was given over to a gen- 
eral discussion on social service work in the hospital from 
three angles. Lena R. Waters, director of the social 
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service department, Hospital of the University of Penn- 
sylvania, Philadelphia, and executive secretary of the 
American Association of Hospital Social Workers, was 
the first speaker. She told of the aims of social service 
work in the hospital, of the work that is being accom- 
plished and of the further uses that can be made of this 
department. The relation of the physician to the social 
service department was discussed by Dr. William D. 
Stroud, Pennsylvania Hospital, Philadelphia, and Dr. H. 
K. Mohler gave the version of the hospital executive to- 
ward social service. General discussion followed these 
three papers, nearly every superintendent attending the 
meeting giving his opinion on the subject. 

A telegram was received from the American Hospital 
Association expressing the good will of the president, Dr. 
R. G. Brodrick, director of the Stanford University Hos- 
pitals, San Francisco, Calif. This was read by the presi- 
dent-elect of the American Hospital Association, Dr. 
Joseph C. Doane. 

The last feature of the meeting was a masterly address 
by Michael M. Davis, executive secretary, Committee on 
Dispensary Development, New York, upon “The Develop- 
ment of the Out-patient Department.” He told of the 
progress that had been made during the past five years 
in out-patient work and the amount of work that is being 
done in every part of the country. He urged those present 
to make every possible use of the out-patient department 
and to foster its further development. 

Many visitors from other states attended the meeting 
this year, among them Dr. C. W. Munger, director, Grass- 
lands Hospital, Valhalla, N. Y.; Dr. S. S. Goldwater, 
director, Mt. Sinai Hospital, New York; Missouria Martin, 
R. N., superintendent, Muncie Home Hospital, Muncie, 
Ind.; John H. Olsen, superintendent, Bushwick Hospital, 
Brooklyn, N. Y., and Dr. O. F. Ball, Chicago. 





CHICAGO DIETITIANS CONSIDER NEW 
DEPARTMENT STANDARDS 


A consideration of the suggested minimum standards 
for hospital dietary departments was one of the main 
features of the March meeting of the Chicago Dietetic 
Association. The proposed standards were read by Mrs. 
Louise Gilbert, Presbyterian Hospital, Chicago, president, 
and discussed, and it was decided by the group that dieti- 
tians should be given a chance to consider the changes and 
later report to Dr. Malcolm T. MacEachern, associate di- 
rector, American College of Surgeons, hospital activities, 
Chicago. 

The following topics were brought up for discussion 
at the meeting: The use of acidophilus milk in the diet; 
the use of paper trays and paper glasses; the value of 
sauerkraut in the diet; the value of prepared orange 
juice; the use of prepared milk tablets; the value of arti- 
ficially colored gelatin; protein milk, purchased prepared; 
the use of corn syrups in baby feedings. 

Some recipes for the use of beef and pork liver in the 
anemic diet were given by Miss Carlson, American In- 
stitute of Meat Packers, Chicago. 





CLINIC FOR INDUSTRIAL DISEASES 
ESTABLISHED 


A clinic for industrial diseases is to be established at 
the Montreal General Hospital, Montreal, in connection 
with the new department of industrial medicine to be 
opened at McGill University, Montreal, in the near future. 
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IS ARTIFICIAL LIGHT THERAPY AN ESSENTIAL 
FORM OF TREATMENT? 


By J. C. Elsom, M. D., Department of Physical Therapy, Wisconsin General Hospital, 


Madison, Wis. 


down to us from earliest times. Many religions of 

the ancients had as their basis the worship of the 
sun, the god of day. Many peoples have worshiped fire 
as a deity, notably the ancient Persians and the Aztec 
tribes in South America. 

A complete system of sun worship existed in Peru 
when the Spaniards landed there in 1526. The sun, moon 
and stars were all considered deities and the Incas, or 
Peruvian monarchs, claimed to be the children of the 
sun. The rainbow and lightning were worshiped as 
servants of the sun, and fire was considered part of the 
properties of the sun and as such was an object of 
adoration. 

Thus, from the earliest historical times people of dif- 
ferent races have blindly but instinctively realized that 


Tee therapeutic values of heat and light have come 





Good arrangement in physical therapy department, Wisconsin General 
Hospital, Madison, Wis., showing hew booths may be arranged. 


somehow mankind was dependent upon the sunlight as 
a beneficent friend. Today we are none the less con- 
vinced that heat and light are necessary for life itself 
and that, deprived of these agents, all animal and vege- 
table life fails. 

In recent years we have made scientific application of 
these agents for therapeutic purposes, and today there is 
scarcely a hospital in the country that does not make 
free use of heat and light for relieving human suffering. 
Therapeutic lamps of various styles, shapes and intensi- 
ties are on the market and are becoming used increas- 
ingly for the relief of pain, congestion and inflammatory 
and infectious processes. These lamps make use of large 
bulbs of from 500 to 1,500 watts; some are clear, others 
are tinted blue, the latter being reputed to be of more 
sedative effect. 

In addition, recently there have been produced various 
elements and compositions of minerals that furnish a 
reddish glow and heat by the electrical resistance of the 
material used. Most of these forms owe their efficiency 
to a high degree of infra-red value, thus securing, no 
doubt, greater intensity of heat and, perhaps, greater 


penetration. The application of heat is quickly and com- 
fortably made, and every part of the body may be easily 
treated. The lamps should be constructed with parabolic 
reflectors so as not to focus sharply at a point, but to 
give a diffused and even application of heat. This mat- 
ter has been attended to by most, if not all, of the 
manufacturers. 

The so-called body “bakers” offer an additional form 
of heat-giving apparatus, these being constructed usually 
with a large hinged case in which are placed numerous 
carbon or other type of lamps. Thus a knee, elbow or 
the whole abdomen, chest or back may be given the heat 
treatment while the part is under the baker. These bakers 
differ in the method of adjustment, the better forms be- 
ing those permitting easy raising, lowering and spreading 
so as to adapt themselves to the part being treated. 

Within the past ten years or so, there have been pro- 
duced a number of ultraviolet lamps, with rectifiers to 
change the alternating current into the direct, the actinic 
rays being generated in the quartz tube partly filled with 
mercury. Thus an intense mercury vapor light extremely 
rich in ultraviolet rays is produced, that has many bene- 
ficial therapeutic applications. It seems reasonable to sup- 
pose that the general tonic effects of this form of irradia- 
tion are the most valuable properties of the lamp. It 
is quite well determined that by exposure of the body to 
the ultraviolet rays the red blood cells are increased, 
the hemoglobin improved in quality and a decided raise 
in calcium and phosphorus content of the blood is brought 
about. 

The numerous forms of these ultraviolet lamps all have 
the same mercury quartz tubes, so that, perhaps, there 
is no difference in the efficiency of the lamps of various 
makes, except in the methods of adjustment and handling. 
It would seem that none of the manufacturers may justly 
claim superiority as far as actual results from clinical 
application is concerned. As a matter of fact, all are 
good and no manufacturer can afford to place a poor 
or in any way inefficient product on the market. 





Room where physical therapy treatments are given. A diathermy ap- 
paratus is shown in center. 
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For many years the European clinics have made use 
of the carbon are lamps as a source of ultraviolet light. 
These lamps are not nearly so rich in the actinic rays, 
however, but approximate actual sunlight and produce 
a good proportion of the infra-red rays, which are valu- 
able, if heat is a necessity, in addition to the effects of 
the rays from the upper part of the spectrum. Exposure 
to these lamps requires a much longer time, however, and 
when many patients are to be treated, as is the case in 
most clinics, the time element is a considerable factor. 
However, this form of lamp seems increasingly popular 
in clinical use and has the advantage of being of great 
durability. 

As the primary local effect of heat is hyperemia (in- 
creased peripheral capillary circulation), the tissues are 
warmed up, softened, muscular action is favored, sweat 
glands are stimulated, stasis is relieved, and pain is re- 
duced. Hence the chief therapeutic values of radiant heat 
and light consist in the relief of many painful and in- 
flammatory conditions. It is the primary form of treat- 
ment in physical therapy, where several forms of treat- 
ment are to be used. It is useful to precede massage, 
mechanical manipulations and stretchings. It is also well 
to use some form of heat before applying galvanic and 
faradic stimulation. 

Some of the painful conditions benefited by heat are 
the following: sprains, fractures, neuralgia, neuritis, mus- 
cular soreness and stiffness, torticollis, bursitis, synovitis, 
arthritis, adenitis, lymphangitis and accessible infections 
of all types. 

Radiant heat and light have a decided tonic effect, stimu- 
lating nutrition through their action on the sympathetic 
nervous system, and promoting a sense of well-being. 

The iceal application of radiant energy from incandes- 
cent sources is antiseptic, directly, from its heating effect 
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A corner of the ultraviolet room. 


upon bacteria, which cannot thrive except between certain 
temperature limits; and, indirectly, by the hyperemia that 
brings in all of Nature’s own anti-bacterial resources to 
aid in overwhelming the already weakened germs. 

The length of treatment by heat methods varies with 
the case in hand. In general, it may be said that from 
ten minutes to half an hour is sufficient. Sometimes longer 
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treatments are indicated but it must be remembered that 
excessively long treatments are tonic and exhilarating. 

Heat and light treatment, therefore, should have a large 
place in the equipment of the modern hospital. Rooms for 
physical therapy should be large, light and well venti- 
lated. They should never be placed in basements, as is 
often done. A convenient arrangement is shown in the 





Different types of radiant lights are shown here. 


physical therapy department of the Wisconsin General 
Hospital, Madison, Wis. Heavy wires are strung from 
the walls and on these is fastened a heavy grade of cot- 
ton cloth arranged to slide easily along the wires. Thus, 
booths may be quickly arranged that secure sufficient 
privacy, besides allowing of abundant ventilation. The 
curtains are easily washed and should extend to about six 
inches from the floor. 

A few of the radiant heat and light machines, all of 
which are easily portable, are shown here. It is desir- 
able to have a sufficient number of these heaters, so 
that practically each booth contains one easily accessible. 
One of the illustrations shows the well lighted room in 
which physical therapy treatments are given. A diathermy 
apparatus is shown in the center. This form of high fre- 
quency therapy is remarkably effective, but does not come 
within the scope of this paper. A corner of the ultra- 
violet room, shown also, is likewise divided into booths, 
and it is especially necessary that there be good ventila- 
tion as an ozone odor emanates from the lamps. 

Since the demand for a considerable amperage of cur- 
rent is necessary, the wiring of the rooms is of great 
importance. In the construction of the hospital, attention 
should be paid to this fact and sufficiently heavy wires 
installed to carry easily a rather heavy current. The 
1,000-watt lamps take four or five amperes each and if 
several are being used at one time, in addition to other 
forms of light, high frequency machines and galvanic 
machines, the drain is too great for light wiring. Fuses 
will undoubtedly be blown, unless the wiring is adequate. 

It would seem altogether desirable in a new hospital 
that specific plans for a department of physical therapy 
be considered at the outset, instead of trying to fit the 
department to any available space that might be left. 
The methods of physical therapy treatment are so valu- 
able and such an adjunct to the usual medical and surgi- 
cal methods, that the room taken by the department 
certainly justifies itself, provided, of course, that the 
attention of a trained medical man be given to these 
agencies, and that a sufficient number of intelligent tech- 
nicians be employed to carry out his directions. 
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Thoughts, opinions and criticisms are invited for these pages from readers 
in all departments of hospitals and related services. Please address 
letters and other communications to the Editor, THE OPEN ForRUM. 


SEPARATE BUILDING OR DEPARTMENT FOR THE MATERNITY? 


Dr. J. B. De Lee, professor of obstetrics, 

Northwestern University Medical School, Chi- 
cago, presented his views regarding the special 
needs of the modern maternity, his contention 
being that the general laws of hospital planning 
apply only in part to the modern maternity. 

Dr. De Lee’s argument for complete architectural 
isolation of maternity cases is at variance with 
current practice in many respects, and in the 
April issue Dr. J. Whitridge Williams, obstetri- 
cian-in-chief, Johns Hopkins Hospital, Baltimore, 
Md., stated his reasons for believing that archi- 
tectural isolation is not needed as a safeguard 
against infection, provided that the services of the 
hospital are well arranged and that rigid aseptic 
technique is carried out. He also pointed out that 
if such technique is lacking even complete isola- 
tion will be of no avail. 

Because of the importance of the subject and 
the rapidly increasing use of the hospital for 
maternity cases, the following opinions from men 
of experience in this field will be of interest: 


[ the March issue of THE MODERN HOSPITAL 


J. B. HOWLAND, M.D., Superintendent, 
Peter Bent Brigham Hospital, Boston: 


“The radical recommendations for the hospitalization 
of maternity cases laid down in Dr. De Lee’s article on 
‘What Are the Special Needs of the Modern Maternity?’ 
in the March number of THE MopeRN HospPIiTAL are, to 
say the least, startling and disconcerting to many people 
concerned with general hospitals having an obstetrical 
department. Can it be possible that all of the modern 
theories regarding the manner of transmission of con- 
tagious diseases are so far wrong that it is not safe to 
have obstetrical patients except in a separate building 
with separate kitchen, laundry, nurses’ home and helps’ 
dormitories? May we not have even tunnels or corridors 
connecting this department? 

“The cause of puerperal fever is a streptococcus and 
not a spore-bearing organism. It is known that strepto- 
cocci are not difficult to kill and that boiling for a few 
minutes or autoclaving at fifteen pounds pressure for 
thirty minutes, the common practice in most hospitals, 
does this without fail. I firmly believe that in any modern 
hospital laundry, no streptococcus can survive the wash- 
ing process, when followed by drying and mangling. 


“I should like to know of any bacteriologist or physi- 
cian experienced in the care of contagious diseases who 
believes that a puerperal infeciion may be transmitted by 
the ‘swirling dust’ of tunnels or corridors. 

“Autoclaves sometimes are faulty in operation but this 
is no excuse for faulty sterilizing. Controls are on the 
market whose use determines beyond question that a ‘load’ 
is sterilized. If gloves, instruments and utensils are 
boiled, there is no excuse for their not being sterilized. 

“If we cannot trust the surgical technique of the visit- 
ing physician, the intern and the nurse, I am afraid we 
have not acquired safety for the mother and the babe by 
having our obstetrical patients separated from the medical 
and surgical cases by brick and mortar barriers. 

“After reading Dr. J. Whitridge Williams’ article in 
reply to Dr. De Lee’s paper, as published in the April 
number of THE MODERN HOSPITAL, we take courage to 
believe we may continue to build the maternity ward as a 
part of the general hospital, and have the nurses’ home, 
the laundry, the kitchen and the employees’ dormitory 
function for the whole hospital. 

“Anyone who has visited the Chicago Lying-In Hospital 
Chicago, and who has looked over the plans as shown in 
Dr. De Lee’s paper will be sure to find many helpful sug- 
gestions. Probably no other man in the country has given 
as much thought to planning hospitals for obstetrical cases 
as he has. Some of his suggestions, such as toilet facili- 
ties with each room, are good, but also expensive. We ali 
agree. I think, that it is not desirable to carry bedpans 
through the corridors to the utility room, but to do so is 
not dangerous provided every pan is sterilized before it 
is used again. 

“More evidence will have to be produced than Dr. De 
Lee has brought forth before we shall make recommenda- 
tions to the buildine committees of general hospitals to 
follow his recommendations for a complete, separate unit 
for the obstetrical department. If he is right in his con- 
tentions, most hospitals will have to cease having such a 
department on the ground of prohibitive expense.” 


HUGO EHRENFEST, M.D. 
St. Louis, Mo.: 


“A discussion of the views expressed by Dr. De Lee 
concerning the erection and management of the ideal 
maternity is of much interest. It is my belief that Dr. 
Williams, both in his unstinted praise of many of the 
suggestions as well as in his objection to others as a 
whole, presented the opinion probably held by the majority 
of obstetricians. 

“Obviously it is the chief aim of Dr. De Lee to provide 
for puerperal women additional protection against infec- 
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tion. I feel, however, that general acceptance of his 
various demands as the only admissable standard for the 
erection, equipment and management of all new materni- 
ties would, in its final effect, not reduce but actually in- 
crease the incidence of puerperal morbidity and mortality. 

“Tf they are accepted,’ Dr.Williams logically concludes, 
‘the expense of putting them into effect will be so great as 
to preclude any great extension of hospital care for 
obstetric patients—.’ This means, that parturients in ever 
increasing numbers, against their wish and better judg- 
ment, will be forced to submit to obstetric management 
under the notoriously inadequate conditions offered even 
in the best private home. 

“This inevitable consequence would utterly defeat Dr. 
De Lee’s ideal aims. This factor cannot under present 
social and economic conditions be eliminated from the 
careful consideration of the question that faces every 
group contemplating the erection of a new maternity: 
How can a given amount of money—the maximum avail- 
able—be best spent in the interest of the parturient 
women of a given community? 

“It will be easily seen that due stress on this essential 
financial problem will develop objection against Dr. De 
Lee’s precise demands in regard to location and complete 
isolation, a separate septic department and the physical 
equipment of these buildings, but will in no way interfere 
with ready acceptance of the numerous other valuable sug- 
gestions of Dr. De Lee, chiefly in regard to adequate man- 
agement of obstetric patients.” 


JOSEPH C. DOANE, M.D., Medical Director, 
Philadelphia General Hospital, Philadelphia: 


“I have been much interested in reading the somewhat 
divergent opinions relative to the needs of the maternity 
hospital, of two distinguished obstetricians. The long 
experience and proved judgment of both cannot but com- 
mand one’s respect for their views, but their differences 
are so striking that they produce a feeling of confusion 
as to where the safe road lies in the successful conduct of 
a maternity department. 

“Dr. Joseph B. De Lee, Chicago, in THE MopERN Hos- 
PITAL YEAR BOOK for 1926, page 67, produced not a 
little evidence, which appeared satisfactory to him, to 
prove that the maternity department, conducted in a 
general hospital, is seriously menaced by its proximity 
to other types of wards and patients. 


“He stated that thirty-three years ago, he had his first 
experience with an epidemic of puerperal infection, in 
which a number of patients lost their lives, and ascribes 
other infections, in part at least, to the fact that the 
maternity department in the instances mentioned was part 
of a general hospital. ‘How, in these modern, aseptic 
days can this deplorable state of affairs be explained? 
Are we still ignorant about the habits of bacteria? Are 
there other factors besides bacteria involved? Must we 
accept the theory, discarded by a majority of surgeons, 
of an air borne infection? . . the most frequent 
carrier is the doctor, the intern, or the nurse.’ Thus 
spoke Dr. De Lee a year ago. 

“A few pages farther on, in the same volume, in an 
article by Dr. D. L. Richardson, superintendent, Providence 
City Hospital, Providence, R. I., a contagious institution, 
we find this statement: 

“*Within the last twenty-five years it has been clearly 
demonstrated that air transmission seldom takes place, 
and that the correct method of preventing the spread of 
infection is by practicing surgical cleanliness.’ And as 
one proceeds in perusing Dr. Richardson’s article, abun- 
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dant evidence is offered to prove that scarlet fever and 
measles, for example, may be safely treated in the same 
ward, provided rigid aseptic technique is followed. 

“Indeed, it would appear to the casual observer that 
if it is possible by practicing surgical cleanliness to pre- 
vent the transmission of diseases so easily transferred by 
contact as the two above mentioned, the dictum that it is 
unsafe for a maternity hospital to exis: within the walls 
that house wards for medical and surgical patients, should 
not be universally accepted. 

“In Dr. De Lee’s second article, which appeared in the 
March issue of THE MODERN HospITAL, he refers to the 
danger of infection of parturient women, which is pro- 
duced by ‘swirling air currents,’ laden with dust, and 
by organisms, transmitted by ‘carriers.’ He states that 
it appears to be conclusively demonstrated that infection 
cannot be excluded from the maternity ward by such meas- 
ures as proper sterilization, rubber gloves and a well 
schooled personnel. Nevertheless, experienced hospital 
administrators, surgeons and nurses will be inclined to 
question the inadequacy of all those weapons, which have 
proved so efficient in the handling of infectious and con- 
tagious diseases. 

“The chain of any technique is no stronger than the 
weakest link in the personnel carrying out this system, 
and while the construction of an absolutely separate 
building for housing maternity patients may have its 
advantages, and may, from a theoretical standpoint, 
lessen the possibility of carriers transferring infection 
from general hospital to maternity wards, yet such a 
practice is not economically possible in most instances. 
When Dr. De Lee further states that not only must 
boards of trustees provide funds for the construction of 
a separate maternity hospital, but also for a second 
building for housing ‘unclean’ maternity cases, the argu- 
ment, if not thus reduced to an absurdity, has certainly ap- 
proached a financial impossibility, except where the most 
exclusive clientele is being served. 

“No one will object to Dr. De Lee’s contention that the 
appointment and equipment of a maternity department 
should not be second to any other department in the 
hospital. Nor is one inclined to look upon the work of 
the obstetrician as in any way secondary to that of the 
surgeon. We have gone too far beyond the day when we 
were satisfied with the services of the midwife. 

“It does not appear either practicable or necessary, 
from the standpoint of either the hospital’s ability to 
meet these requirements, or from the standpoint of safety 
to maternity patients, ‘completely to detach from the rest 
of the hospital’ the maternity department, ‘the only con- 
nection being the steam and water pipes, electric light 
conduits, and telephone wires.’ 

“In the light of our modern knowledge concerning the 
nature of bacteria, the modes of their transmission, from 
the sick to the well, and particularly in view of our 
recently acquired knowledge concerning scarlet fever and 
measles, it would seem that Dr. De Lee, in his anxiety 
to do everything possible to prevent puerperal infection 
(which is laudable) has gone to an extreme that neither 
the present finances of hospitals generally, nor the belief 
of obstetricians as a class, makes possible or advisable. 

“The reference to the ‘high ground water’ theory of 
Pettenkofer, and the suggestion of the transference of 
germs by air currents, cannot but remind one of the 
theories in regard to this and other infectious conditions 
that were held in pre-antiseptic days. 

“Many of Dr. De Lee’s suggestions in regard to the size 
of rooms, the danger of maternity interns attending 
autopsies and the construction of a bathroom for each 
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single room, are excellent, and are just what should be 
expected from a man of his experience. 

“The excellent article, which appears in the April issue 
of THE MopERN HospPITAL, under the signature of Dr. J. 
Whitridge Williams, Baltimore, appeals to me because of 
its saneness, and its adherence to the practical. 

“After all, what Dr. De Lee has said of the need for 
architectural isolation of the maternity department might 
be said in regard to other hospital divisions. A case of 
erysipelas is removed from a surgical ward at once, but 
it need not be conveyed to a separate building far from the 
general hospital’s wards. 

“The writer must not be understood as having urged any 
let-down in the business of throwing a protective barrier, 
which is represented by the strictest aseptic technique 
and the most humane and scientific care possible, about 
the maternity patient. On the other hand, some of the 
suggestions that Dr. De Lee has set down in his excellent 
article appear to a hospital administrator who is also much 
interested in the theory and practice of medicine, to be 
not always necessary or practicable, and to be of the 
type of recommendations that sometimes emanate from 
a specialty department, without consideration as to their 
financial practicability.” 


L. A. SEXTON, M.D., Superintendent, 
Hartford Hospital, Hartford, Conn.: 


“To us it is a grave question whether an article from 
an acknowledged authority, such as Dr. De Lee, may not 
defeat its purpose by creating erroneous impressions. His 
conception of a modern maternity hospital is so fantastic 
and extreme that it loses much of its appeal because of 
the remoteness of its possibilities. There are many sug- 
gestions, however, in Dr. De Lee’s article that should be 
incorporated in all maternity hospitals whether they be 
separate institutions or merely departments of the general 
hospital. To any one contemplating the erection of such 
a unit a visit to the Chicago Lying-In Hospital, Chicago, 
will prove to be most helpful. 

“Those who did not know Dr. De Lee personally and 
had only his article from which to draw conclusions would 
imagine they were back in the days of the miasmatic 
theory of the transmission of infections, and had thrown 
into the discard all of the knowledge of aseptic technique 
that has been gained since that age in the history of 
medicine. 

“What is most needed in maternity hospitals and general 
hospitals having maternity services is suggestions that 
lead to the formulation of plans that are practical, work- 
able and within the limits of the things possible for the 
average hospital or community. 

“A great deal more importance should be attached to 
the obstetrician and his personal technique than to the 
location of his patients. We are willing to concede to the 
obstetrical patients the same type of accommodations, 
facilities and technique that we do to our surgical patients 
and for these we do not find separate buildings necessary. 

“It is a well established fact that the various types of 
infection, even contagion, can be handled in the same ward 
by the same personnel without cross-infection if a suffi- 
cient amount of intelligence is put into the service. 

“My observations during the years I was connected with 
the Johns Hopkins Hospital, Baltimore, Md., confirm all 
the statements made in Dr. Williams’ article and perhaps 
account in a measure for our belief that much of what 
Dr. De Lee has suggested is unnecessary. Not that most 
of his suggestions would not be ideal so far as the pa- 
tients are concerned, but the eternal shortage of funds in 
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all parts of the country will probably always prevent the 
construction and maintenance of separate units such as 
he has recommended. 

“Dr. De Lee has in his Mother’s Aid Pavilion all he has 
recommended, yet he states, ‘While it appeared to work 
out well on paper we are not nearly certain we have 
succeeded in practice.’ ; 

“After all is said and done relative to isolation, asepsis 
and end results are compelled to be in direct ratio to 
the amount of intelligence put into the service by every- 
one who comes in contact with any part of it.” 


ROBERT D. MUSSEY, Obstetrical Section, 
Mayo Clinic, Rochester, Minn.: 


“With the steadily increasing number of pregnant 
women seeking confinement in hospitals, these timely 
articles by two eminent obstetricians are of especial in- 
terest and value. Both agree on the fundamental condi- 
tions that should obtain in every lying-in hospital, namely, 
equipment, interior arrangement and rules for carrying 
out strict asepsis in the conduct of confinement cases and 
for the care of the puerperal woman. That they should 
differ in some details is not surprising. Dr. De Lee as 
head of an architecturally isolated lying-in hospital, has 
become prominent in his profession and Dr. Williams has 
also attained prominence as chief of a well known ob- 
stetric unit, which is a part of a general hospital system. 

“Dr. De Lee contends that the lying-in hospital should 
be architecturally isolated on account of the danger of 
infection being transmitted from medical and surgical 
cases or by attendants in a general hospital. In support 
of his plan he could name other similar hospitals, notable 
among which are the New York Lying-in Hospital, New 
York, and the Rotunda Hospital, Dublin, which have ac- 
complished far-reaching and permanent advancement in 
obstetric practice. Dr. Williams maintains that similar 
results may be obtained in obstetric units that are an 
integral part of general hospitals. 

“Our obstetric section is in St. Mary’s Hospital, 
Rochester, Minn., in which surgical and, to a lesser degree, 
medical cases predominate. The maternity service is situ- 
ated on the fourth and fifth (upper) floors of a wing of 
the hospital, isolated only by a door and a short closed 
corridor from the medical section. The pediatric section 
occupies the floor beneath. Our regulations in regard to 
aseptic precautions would conform generally with those 
upon which both writers agree. We have never had 
reason to think that any infection has been transmitted 
to the obstetric section from the general part of the 
hospital. 

“Granting that a lying-in service can be carried on as 
a unit of a general hospital without jeopardizing the pa- 
tient’s safety because of infection, there are two other 
debatable points: First, are there many communities in 
which financial and other conditions are such that archi- 
tecturally isolated lying-in hospitals can be built or main- 
tained? Is not a general hospital with an obstetric section 
following the excellent suggestions of Dr. De Lee in re- 
gard to interior plans a more practical arrangement? 
Second, the trend in medicine has been toward the sepa- 
ration of the various branches of the medical profession 
into distinct specialties sufficient unto themselves. Is not 
the coordination and cooperation of a general hospital 
service of distinct value to the average physician or 
obstetrician? Should not the obstetrician benefit from the 
contact and advice of physicians in other branches of medi- 
cine and from the regular general staff conferences which 
should be a routine in every hospital group ” 
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HOW MENTAL PATIENTS REACT TO COLOR 
AND A HOMELIKE ATMOSPHERE 


By W. R. Dunton, Jr., M.D., Medical Director, Harlem Lodge, 
Catonsville, Md. 


T is interesting to note the papers that have ap- 
| peared in THE MODERN HOSPITAL and elsewhere upon 

making the hospital homelike. These point out that 
until recently the trend has been toward making the hos- 
pital look like a cheese factory or some other sterile insti- 
tution. Apparently with the idea that germs would not 
alight upon white or that dust is most quickly detected 
upon white surfaces, white has dominated the hospital. 
White walls and furnishings were almost universally used 
in the hospitals until we realized that the same degree of 
asepticism could be maintained by using pleasing colors 
in place of the monotonous, uninviting walls and fur- 
nishings. 

In mental hospitals, where the germ bugaboo was not 
so much of a fetish, more pleasing decorations have been 
used for longer periods. However, there has been a ten- 
dency in these places to use colors that were ordinary and 
frequently dingy, colors with medium values being used 
where those with higher chroma or lower value might have 
been more pleasing. 


Window Shades Are Varied 


A number of years ago the late Frank B. Gilbreth 
defined hospitals as “happiness factories”—a pleasing 
definition. It would seem, however, that the hospital 
authorities emphasized the factory part and were content 
that the product, recovered patients, was turned out with- 
out much thought of the emotional side of the individual. 

About two years ago, upon assuming charge of a forty- 
bed sanatorium for mentai and nervous invalids, I had the 
opportunity to try out a number of plans and projects 
that had been conceived some time before but which had 
not met with the approval of those in charge of a larger 
hospital. In so simple a matter as window shades it 
hardly seems necessary to sacrifice the emotional stimulus 
to be derived from a variation of a standard, in order that 
exteriorly each window presents the same appearance. Is 
it not better to consider the inhabitants of the building 
rather than the casual passerby? Was not the building 
erected and is it not maintained for the benefit of the 
patient? We have, therefore, chosen our window shades 
for the individual rooms with much more pleasing results 
than if we had adopted a standard, and so far we have 
not heard an unfavorable criticism of the exterior of the 
building. It is probable that in the general view of a 
building, window shades are a small detail not given par- 
ticular attention by the observer. 

It- is undoubtedly convenient to adopt uniform stand- 
ards for furniture, such as bedsteads, bureaus, wardrobes 
and such furniture, but it is unwise to adopt standards 
for the decoration of rooms, with the consequent monotony 
of identical rooms. In mental hospitals, where a ward 
is often a collection of bedrooms or sitting rooms, and the 
patients are moved from ward to ward as their condi- 
tion improves, it is undoubtedly a mental stimulus for 
patients to find a variation from the room which they 
have been occupying. But is there any good reason why 
individual rooms on the same ward should not differ in 
decoration, even though it may be necessary to have the 
same kind of furniture? 

We have endeavored to have each room individual, to 





have the surroundings stimulating to the patient. Depend- 
ing upon individual color preferences, will this be pleasant 
or unpleasant? Whichever it may be, we prefer an un- 
pleasant reaction to indifference. We have made a number 
of daring color combinations, that is, we have ventured to 
get away from that which is ordinary or standardized, 
thereby hoping to obtain some sort of reaction from our 
patients. In this work we sought the advice of color 
experts of a commercial establishment, who went to a 
great deal of trouble to assist us by furnishing samples 
and specifications, but which unfortunately were too ordi- 
nary or too standardized for our purpose. One of their 
representatives visited the hospital after we had painted 
a number of walls, among them the entrance hall which 
had been done in what painters call a light terra cotta 
shade, similar, I have been told, to the wall decoration of 
the Louvre. 

When I asked the representative his reaction to this 
color he said that he would prefer a buff. As he had been 
showing me some sketches where this color was used for 
an entrance hall I realized that he was thoroughly stand- 
ardized, and said, “The buff walls would have shown you 
that we had adopted the standard and are ordinary peo- 
ple. When you see the terra cotta you realize that it is 
unusual, and you think that the people here must be 
unusual, which is the impression we wish to make.” 

This color had been chosen before receiving the sam- 
ples from the company, although we found that the color 
submitted for the walls of a room for a depressed patient 
was identical with what we had used. In this room we 
used terra cotta on the walls, cream on the ceiling and 
frieze, with a black picture moulding, and a window cur- 
tain of plain green tinging on olive. This gave a pleasing, 
cheerful effect in a room with a northern exposure. 


Unusual Color Schemes Have Pleasing Effect 


Our reason for using colors that have fairly high 
chromas and low values is that we realize that our men- 
tally depressed patients require a greater stimulus than 
do those in normal health. But even in our nurses’ rooms 
we have used some unusual color schemes without objec- 
tion, and, on the contrary, have heard commendation. One 
room has light terra cotta walls, cream ceiling, and pea 
green furniture in harmonizing tones. The good effect is 
increased by a chintz window shade with the same colors 
predominating, and the rug and counterpane. Another 
room has neutral gray walls, cream ceiling, and bright red 
furniture decorated slightly with a deep blue. Still 
another room has drab walls, cream ceiling, with a light 
gray furniture decorated with a pure blue. All of the 
above rooms have an eastern exposure, as has another room 
with drab walls and white furniture decorated with blue, 
and a room with pale yellow walls, blue picture rail, cream 
frieze and ceiling and gray furniture decorated in blue. 

On the west side two rooms are especially notable. The 
walls of one are painted a beautiful blue green, which 
gives an extraordinary feeling of depth, naturally de- 
sirable in a small room, with bright yellow furniture 
decorated with pure blue. The other has bright yellow 
walls with a two-inch border of pure blue, and grey furni- 
ture with pure blue decorations. 
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All of the interior decoration has been experimental. 
We are willing and anxious to make changes as soon as 
we find that we have made an undesirable color combi- 
nation. It is impossible to convey an accurate idea of the 
above rooms without giving the spatial value of the above 
colors, for on this factor depends color harmony. Also 
the rugs, counterpanes, window shades and decorations on 
the furniture add much to the color effects. This last is 
well illustrated by two rooms, each with drab walls and 
with white furniture, one of which is relieved by blue dec- 
orations, so that the whole effect is much more pleasing. 

The window shades in these rooms are of chintz, each 
chosen to harmonize with the general color scheme of the 
room and without reference to the outside appearance. 
As yet no one has noted any abnormality in appearance. 
If necessary to defer to custom, two shades may be used, 
or a plain shade may be lined. As a rule, our counter- 
panes show some color. Patients have made several with 
designs in French knots or in appliqué. Others are striped 
in colors or have designs of some sort. A bright and cheer- 
ful dormitory facing southwest has gray walls and cream 
ceiling. The three iron bedsteads are painted blue-gray, 
decorated with mulberry. The rugs are also a mulberry 
color. We planned to have counterpanes made, using the 
mulberry motif with green, but, failing to achieve a sat- 
isfactory design, we are using blue striped counterpanes 
to good effect. 

One difficult problem we had was a long narrow hall 
and stairway, three feet wide and ten feet high, with a 
dado six feet high made of matched boards and a forty- 
inch frieze. The dado had been painted white, evidently 
with the idea of securing the most light, and the remainder 
a pale yellow. We did not wish to make this a dark color 
to absorb light, but decided to experiment and made the 
ceiling and frieze ivory, the picture moulding black and 
the wall below it light terra cotta. Rather to our sur- 
prise, there has been no noticeable diminution in light, 
and on account of the greater depth of the color the hall 
looks wider than when it was painted white. This quality 
should be considered when choosing colors for small rooms. 

Our main building was a country mansion with larger 
rooms. It is furnished chiefly with mahogany or walnut 
furniture. The walls are mostly gray, but we plan a 
number of changes. Cretonne window shades and fancy 
counterpanes add much to the appearance of the rooms. 


Nibbling Is Encouraged 


Another homelike touch is the use of the cooky jar. 
In each sitting room we have jars or painted canisters 
containing ginger snaps and graham crackers. Cracker 
jars may also be used in individual rooms, so that patients 
may be given the opportunity to eat if they so desire, and 
if the meal served has not appealed to their appetites, 
temporary satisfaction can thus be secured. As nibbling 
is often the precursor of an increased and normal appe- 
tite at meals, we feel that it is to be encouraged. We 
find that patients may show an almost greedy nibbling 
for a time and then begin to eat in a regular fashion. 
Only once in the two-year period did we have to curtail 
this privilege, when for a short time we had to remove 
the jars before breakfast because a patient would come 
down early, fill up on crackers and then eat little break- 
fast. A week’s abstinence from this orgy brought about 
normal habits. We also believe that a “snack” before 
retiring aids in promoting sleep and in decreasing the 
hypnotics needed. 

We had thought that the use of homemade preserves 
and pickles would appeal to our patients and accordingly 
we have made a special effort to can these and serve 
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them in attractive containers. However, we have found 
that simply placing pickles or preserves on the table is 
not enough to create a desire for them, as the orange 
marmalade jars frequently had to be emptied because 
their contents had been allowed to spoil. The mildly psy- 
chotic and neurotic patients need to be stimulated by sug- 
gestion or invitation. ; 

Our pets also add another homelike touch. Dogs, cats, 
pigeons, canaries and gold fish add interest. Even in 
general hospitals it is believed that pets might be used 
more than they are in sun rooms and day rooms. 


Have Books in Patients’ Rooms 


Books and magazines in patients’ rooms, as well as in 
the sitting room, make a good impression upon the new 
patient and lend a more homelike atmosphere. Damage 
to and loss of this reading matter is to be expected and 
should not be a cause for grief if such has a stimulating 
effect upon patients. Reading lamps or bed lamps should 
be provided, and it should be remembered that some of the 
prettiest of the latter are not the best. 

These details are some of the means that may be utilized 
to create a less formal atmosphere in any hospital, general 
or special. While it may be urged that they are imprac- 
tical in a larger place, it should be remembered that our 
better hotels endeavor to add homelike touches, even to 
the extent of providing needles and threads and buttons 
on the pin cushion. Do many of our hospitals have pin 
cushions? 

It will cost little to paint and furnish a room gaily, 
rather than sombrely, and observe the effect upon patients 
who may occupy it. 

But even with all these things a kindly, humane spirit 
on the part of the staff is most important, and without 
it furnishings fail in their mission. 





HOW IMPORTANT IS THE LIBRARIAN? 


The hospital librarian is now generally recognized as an 
important part of the hospital’s personnel in her role of 
selecting and distributing suitable books for patients. 
Since books cannot be distributed to patients indiscrimi- 
nately and the choice rests entirely with the librarian, her 
ability is readily measured by her selection. 

The librarian should have as great responsibilities and 
be called upon to make as complete reports as the head of 
the occupational therapy department, and if properly en- 
couraged she can make intelligent reports on the mental 
reaction of the patient to the different kinds of reading 
matter. The value of such reports will be recognized since 
over a long period an analysis of such records would per- 
mit of book classification that would be a valuable guide 
to hospital librarians. 





DRY POWDER EXTINGUISHERS DECLARED 
INFERIOR 


Recently attention has been called to the fact that some 
hospitals purchase and use dry powder fire extinguishers 
which, according to the National Board of Fire Under- 
writers, are not regarded as of any value as protection 
against fire. The board states that dry powder extin- 
guishers are not listed by their laboratories and that “all 
forms of dry powder fire extinguishers are inferior for 
general use; that attempts to extinguish fires with them 
may cause delay in the use of water and other approved 
extinguishing agents and therefore their introduction 
should not be encouraged.” 
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A department devoted to the informal discussion of problems 
arising in the everyday life of the hospital superintendent. 


[No attempt has been made to offer final conclusions 
relative to the questions considered in this department. 
THE MoperNn Hospital will gladly welcome further com- 
ment by its readers on any of these problems, or the 
presentation of other queries for discussion in later issues. 
—Editor.] 


Should the Hospital Recommend Any Individual 
Undertaker to Inquiring Relatives? 


There is probably no hospital in the land in which the 
above problem, in some form, has not arisen. Often when 
a patient becomes critically ill relatives from a distance 
are summoned. After the death of the patient these per- 
sons frequently find it most difficult to attend to the prac- 
tical matters that are immediately before them. Indeed, 
it appears to be a part of the psychology of grief to 
desire aid in making decisions as to the steps then neces- 
sary. As a result, these relatives often inquire of someone 
about the hospital in regard to securing the services of a 
suitable undertaker. 

The question then arises as to the ethics of recom- 
mending any individual person or firm to those inquiring. 
Very often this query is put to a member of the social 
service staff, to a nurse, to a doctor in the hospital ward 
or to some office attaché. 

Now, it is the duty of the hospital not only to do every- 
thing possible for the sick but also to alleviate the grief 
of relatives, and to guide them through the difficult hours 
succeeding the death of the patient. 

But it cannot be denied that unethical undertakers too 
frequently make a definite arrangement with some hospital 
employee to act as their agent on the grounds. In one 
hospital it was found that members of the ward personnel 
were deliberately seeking patronage for a certain under- 
taker in the locality. Rightfully, this practice was 
stopped and those participating in it punished. Such 
commercialization of the hospital’s function cannot be 
condemned in too strong terms and is unethical in the last 
degree. 

What, then, should be the attitude of the hospital under 
the above circumstances? When relatives inquire of a 
physician, nurse, or hospital attendant as to the best 
undertaker to secure, these persons must be schooled to 
refer such inquirers to the superintendent’s office. 

When such inquiries come to the superintendent’s office, 
the administrator or one of his co-workers usually obtains 
a list of undertakers in the city or locality and states that 
the firms included therein are skilled and ethical, but that 
the individual must make his own choice. Sometimes a 
telephone directory is the source of this information. 

Ethical embalmers’ associations are doing all in their 
power to prevent the unscrupulous members of their pro- 
fession from employing the cheap methods of the ambu- 
lance chaser, to secure business for themselves. 

It is suggested that when a hospital superintendent 





learns that any particular undertaker is securing a large 
number of calls from his institution, he quietly investi- 
gate the source of these calls. Should he find, for ex- 
ample, that the clerk whose duty it is to execute and 
record death or insurance papers is in any way concerned 
with the summoning of any particular undertaker, he 
should immediately dispense with the services of this 
officer. 

Any attempt to control the business of caring for the 
bodies of the hospital’s former patients, whether it has a 
political, religious, fraternal or any other source, must be 
definitely and unerringly put down. 


Should the Hospital Treat Drug Cases in Its 
General Wards? 


The drug patient is a difficult person to handle. Since 
those suffering with the “drug habit” are found every- 
where, the hospital is often required to admit these pa- 
tients for shorter or longer periods. 

It is a well known fact that the successful treatment of 
narcotic addiction requires complete isolation of these pa- 
tients from others, and that this isolation or quarantine 
must be as rigid, if not more so, than that imposed upon 
patients suffering with contagious diseases. 

No successful treatment of these patients can be car- 
ried out in a general hospital ward. This statement is 
based upon the fact that visitors are almost certain to 
smuggle drugs to these patients. If visitors are not a 
source of this supply, then persons actually in the hos- 
pital’s employ are likely to yield to the importunities of 
these addicts. 

The presence of these persons in a general hospital ward 
is more or less demoralizing because of the ill effects of 
their contact with other patients, and because of the con- 
stant attention the nurse must give to her drug supply 
to prevent its being tampered with. 

General hospitals, therefore, not equipped with isolation 
rooms and not acquainted with the habits and traits of the 
drug addict, should employ their energies toward treat- 
ing patients who are not only much more promising from 
the standpoint of effecting a cure, but also more apprecia- 
tive of the institution’s care. 

It may also be added that it is folly for the hospital to 
employ in any capacity involving the handling of patients 
or medicines, persons who are known to be addicted to 
the non-medicinal use of opium or any of its derivatives. 


What Is an “Unclean” Maternity Case? 


The term “clean” and “unclean,” as applied to maternity 
cases, is in quite general use throughout the hospital field. 
In many hospitals wards or rooms are set aside for the 
separate treatment of these two groups of patients. The 
term “unclean,” used in reference to maternity cases, usu- 
ally bespeaks the presence of venereal infection. On the 
other hand, sometimes this term is applied to the infection 
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EVER has the Victor X-Ray Corporation considered oy Oust | | OF 
itself solely a manufacturer of X-Ray equipment. Its I 
aim has always been to play a leading part in the advance- ' 
ment of roentgenological technique, thru the development of 
new and improved apparatus which makes this possible. 

Thus the quality of Victor X-Ray equipment is perhaps 
not easily explained except when this attitude of the Victor 
X-Ray Corporation is taken into consideration. If you hear 
it said that Victor X-Ray apparatus is better than necessary, 
remember that we have developed this equipment in cooper- 
ation with medical science. The standards of the roentgen- 
ologist have guided us—rather than the question of a large 
or small profit. 

Victor research—from which some of the outstanding 
developments in X-Ray apparatus have resulted—is simply 
the manifestation of our ambition to be of service to the 
medical profession. Thirty-three branches, advantageously 
placed, make it possible for the Victor user to share to the 
utmost in all that Victor has to offer. 


Write for address of Victor Branch nearest you. 
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of the pregnant woman with pus-producing organisms. 

The chief difficulties encountered in the early recognition 
of these cases appear to lie in securing prompt bacteri- 
ologic evidence of the infectious condition. 

When a maternity patient, near term, is admitted to 
the hospital there are always some signs that might be 
construed as indicating venereal infection. It is customary 
for the physician examining the case to secure immedi- 
ately cervical and urethral smears for detection of such 
infection. 

The question which here arises results from a difference 
of opinion among bacteriologists. Some bacteriologists 
will return a positive report of gonorrheal infection, if 
pus organisms are found in vaginal or cervical smears. 
Others require, for a positive report, not only the presence 
of pus organisms but also recognition of the familiar 
biscuit-shaped gonococcal organisms within the cell. 

It ofttimes becomes necessary for the hospital to possess 
isolation rooms for use until the infectiousness or non- 
infectiousness of these cases can be verified. From the 
standpoint of syphilis, clinical signs of infection ofttimes 
indicate the need for isolation from clean cases, but in 
the absence of such signs a more thorough serological ex- 
amination is required. It .can be truthfully stated that 
ofttimes, even in the presence of a positive Wassermann 
reaction, such a maternity case is of no danger to others 
about her. 

Sometimes hospital workers are inclined to think that 
when this reaction is positive the patient is a distinct 
menace to others, and to the physicians and nurses as 
well. Most institutions believe, however, that it is wise 
immediately and efficiently to separate the venereally in- 
fected patients of either type from those not so diseased. 

Cases of uterine infection with pus organisms should 
also be separated from other maternity patients. It is 
a question which is of the greater danger to other ward 
patients—those suffering with venereal diseases or those 
with a septic infection of the genital organs or blood 
stream. 

There is another aspect to this question, and that is the 
protection of nurses and physicians from infection during 
their attendance upon the patient. In at least one instance 
known to the writer a nurse assisting at a delivery almost 
lost her eyesight from having splashed in her eye a drop 
of secretion laden with gonococci. 

If a diagnosis of venereal or septic infection cannot be 
made in the receiving ward, then the admission of sus- 
pected cases to the clean maternity wards should be de- 
layed until further studies can be made. 


What Is the Safest Technique for Giving 
Hypodermic Injections? 


When one considers the myriads of disease producing 
organisms that infest the human skin, and when one 
thinks of the great number of hypodermic injections given 
daily in the country’s hospitals, one must marvel at the 
relatively few infections resulting therefrom. This be- 
comes a source of even greater wonder when it is remem- 
bered that at present there is no accepted standard of 
hypodermic technique. Nor can there be any uniformity 
in the strict adherence to the local rules laid down by 
hospitals for carrying out this usually simple procedure, 
because of the great number of persons, particularly 
nurses, affected. 

Infection of the skin or sub-cutaneous tissues by pus- 
producing organisms, such as the streptococcus or the 
staphylococcus, is usually of minor importance from the 
standpoint of the patient’s welfare. . 

Ofttimes, in the drug addict such infections are multi- 
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plied many times during the course of the year, and cause 
no more inconvenience than does a small boil. But there 
are certain deadly organisms, that live in the absence of 
oxygen, and which are sometimes introduced by the hypo- 
dermic needle. Reference is here made to the bacillus of 
tetanus and to the bacillus of Welch, or the gas bacillus. 
In the medical literature is to be found not a few instances 
in which tetanus was supposed to have resulted from a 
hypodermic puncture. 

In the case of both the tetanus bacillus and the gas 
bacillus, the fact that these organisms multiply by means 
of spores complicates the problem of prevention. Spores 
are known to be exceedingly difficult to destroy by heat 
or chemicals. In the case of gas bacillus infection it is 
not difficult to surmise its source. The human intestinal 
tract teems with these organisms, and should the skin and 
bed clothing become soiled with fecal matter, as is often 
the case, particularly in delirious patients, there is a pos- 
sibility that this deadly infection may result from a needle 
puncture. Indeed, this accident has occurred in not a few 
cases throughout the hospitals of this country. 

The technique of administering a hypodermic injection 
usually includes the sterilization of the needle by boiling 
it in water in a spoon, by use of an alcohol or gas light, 
and of the use of this water, or water similarly sterilized, 
as a solvent for the drug to be injected. 

The sterilization of water by boiling in a spoon is open 
to criticism, because of the size of the container and be- 
cause of the brevity of the time during which the water is 
actually at the boiling point. The contamination of the 
contents of a bottle containing adrenalin, or of some 
digitalis preparation, is also possible because of the fre- 
quent withdrawal over a period of time for injection of 
small amounts. 

The sterilization of the skin of the patient is also often 
improperly performed. The use of alcohol for this purpose 
is quite proper, but as soon as the skin dries, there being 
no mark to show the area thus prepared, it is possible 
that the nurse may pierce an area of skin which has not 
been sterilized. 

The use of 70 per cent alcohol for the sterilization of 
the inside of the hypodermic barrel should be efficient, but 
the final cleaning of this chamber by the use of water 
which is considered sterile, but which may be placed in 
a surgically unclean container, is another danger that 
exists. 

It is suggested that hypodermic solutions which are fre- 
quently used be kept in the original bottle, which has been 
provided with a rubber cork of the type employed for 
containers of sera and other biological products. This 
cork, being thin in the center, can be repeatedly punctured 
by the hypodermic needle, and the solution withdrawn into 
the hypodermic barrel. The top of the cork may be sat- 
isfactorily cleansed with carbolic acid and alcohol before 
this puncture is made. To employ this practice, the 
hypodermic barrel must be of glass, and properly gradu- 
ated, thus obviating the use of a minim or other measuring 
glass. 

It is good practice when glass syringes are employed to 
wrap them in muslin and sterilize them daily in an auto- 
clave. When a hypodermic injection is to be given a 
surgically clean syringe is thus available. Needles may 
be sterilized in the same package, and sometimes a wooden 
applicator is added to make the set complete. 

If tablets are to be used, they should be of the type 
prepared especially for hypodermic administration. The 
container in which the water is boiled should be of suffi- 
cient size to enable the nurse to maintain it at boiling 
point for at least two minutes. Water previously steril- 
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Caution ! 


HE right gelatine, (Knox Sparkling Gelatine), dissolved and 

added to milk for the bottle baby, will make it easier for 
the baby to digest the milk and absorb full nourishment. It 
largely prevents colic, regurgitation, diarrhea and other baby 
ailments. It helps malnourished children. It has great value in 
diets for diabetes, tuberculosis, convalescing patients, surgical 
cases, etc. 


BUT—the wrong gelatine will curdle the milk! 


Any plain gelatine with an acid content—is the wrong gela- 
tine. Any gelatine that is flavored, colored or sweetened, is 
the wrong gelatine. Any gelatine not produced under constant 
bacteriological control is the wrong gelatine! 


Knox is the approved gelatine because it is all pure, 
plain gelatine—every particle of it. It is neutral—no 
acidity! No flavoring. No coloring. No sweetening. All fine 
bone gelatine—the type of gelatine used and commended 
as a milk modifier by such eminent medical authorities as 
Jacobi, Herter, Alexander, Ruhrih and Friedenwald. 


Some physicians, not realizing the difference in gelatines, occa- 
sionally forget to specify Knox Gelatine in making their prescrip- 
tions. The result is that mothers, in some cases, are buying 
brands unsuitable for dietary purposes. As a protection, there- 
fore, we have requested the Government to raise the standards 
on gelatine. Pending Government action, may we suggest that 
you specify Knox when you prescribe gelatine? 


We have the findings of recognized authorities to prove the 
importance of Knox Gelatine to you in your practice. We have 
the experience of active physicians. We have valuable laboratory 
reports, not only discussing gelatine as a milk modifier, but 
outlining its importance in various kinds of diets. May we 
send you these reports? 


METHOD OF COMBINING GELATINE WITH MILK: 


Add one teaspoonful of Knox Sparkling Gelatine—which should first be 
soaked about ten minutes in a little cold milk and then dissolved over hot 
water or in hot milk—to the glass of milk. (In infant feeding formulas 
use 1 tablespoonful of gelatine, dissolved as above, to the quart of milk.) 


KNOX GELATINE LABORATORIES 
400 Knox Ave., Johnstown, N. Y. 


Producers of KN OX 


high grade research into 


Gelatine for SPARKLING the dietetic 


value of 


38 years 
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“The Highest Quality for Health” 
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ized may be used, which will simplify this procedure. 
Sterile handling forceps may be used to remove the drug 
tablet from its container, and to drop it into the sterile 
water container or even into the hypodermic barrel itself. 
There are some convenient hypodermic trays for sale by 
dealers in hospital supplies. These usually include a 
handy standard for supporting the container for boiling 
water, an alcohol lamp, bottles and holders for solutions. 

The use of iodin and alcohol for skin sterilization seems 
advisable, because of not only making certain the proper 
cleansing of the skin, but also of marking the site thus 
prepared. Hypodermics given to an incontinent or de- 
lirious patient must be performed with extreme attention 
to the details of sterilization. 

It may be added that gas bacillus infection has resulted 
from skin incisions, made for the purpose of letting blood, 
and from needle punctures for the intravenous injection 
of solutions or other medication. 

The watchwords in hypodermic or intravenous medica- 
tion should be: simplification of technique in the prepara- 
tion of solutions and of apparatus, and strict attention 
to detail in carrying out these steps. 


Who Should Partake of the Midnight Supper? 


The problem of serving three meals a day for hospital 
workers is of sufficient proportions that when an added 
meal is necessary for a part of the hospital’s personnel 
the difficulties and expense involved are increased. 

In every hospital it is necessary to provide a hot meal 
usually between the hours of 11 p.m. and 12 midnight. 
This meal is intended for night nurses, physicians on duty 
during most of the night, such as the night intern (where 
this system is in vogue), and for other persons, such as 
night attendants and watchmen. 

The difficulty arises in deciding whether doctors, and 
sometimes graduate and pupil nurses whose active tour 
of duty ended at 7 p.m., but who have been on duty in the 
wards during the evening, shall partake of this meal. 

Hospital superintendents have found that the group rep- 
resented by young interns and nurses is not an easy one 
to satisfy, under any circumstances, from the standpoint 
of edibles. It is very much of a temptation for these 
young people, who may have visited a theater, or other 
place of entertainment during the evening, to go to the 
dining room where a night meal is in progress for the 
purpose of partaking of the food there prepared, and of 
enjoying the lively conversation of those present. Mem- 
bers of the attendant staff as well as other hospital em- 
ployees are inclined to do the same, in regard to the food 
prepared for this grade of night workers. 

Some hospitals rule that a physician who is called for 
a maternity case, for example, and who is on duty or just 
relieved from duty at midnight, may have access to this 
meal. Other hospitals arrange for the chef or dietitian 
to leave, in some accessible place, a light luncheon, which 
includes sandwiches, milk or sometimes coffee, so that 
nurses or interns not on active duty may take advantage 
of this provision before retiring. A small diet kitchen 
is placed in some nurses’ homes, where cocoa, crackers 
or sandwiches are available for day nurses before they go 
to bed. 

The cooking of food or the making of candy, in ward 
diet kitchens is a practice that must be discouraged, but 
to prevent it completely is most difficult, as has been 
learned by superintendents generally. 

The provision of a luncheon in the doctors’ and nurses’ 
homes is certainly a wise step, if it will prevent what has 
been termed “food bootlegging” in hospital diet kitchens. 


THE MODERN HOSPITAL 





Vol. XXVIII, No. 5 


What Does the Hospital Owe to the 
Referring Doctor? 


It is sometimes found that the family doctor who refers 
a case for care in the wards or rooms of the hospital is 
forgotten, in so far as notification of the progress of his 
patient’s condition is concerned. The family, which has 
engaged a private physician to care for one of its mem- 
bers, looks to this physician for up-to-date information in 
regard to the patient, even though he is not actually treat- 
ing the patient whom he referred to the hospital. 

It is most embarrassing to this physician to learn, 
through his patient’s relatives, that the patient has been 
operated upon. These persons appear justified in com- 
plaining because they were not informed, either by the 
hospital or by the family physician, of this fact. They 
cannot understand why, even though they knew that an 
operation was imminent, they had not been notified of its 
exact time. 

The same situation arises when a notice has been sent 
to relatives that the patient has become critically ill, and 
their family physician has no knowledge of this change in 
condition. It even happens, at times, that the death of 
the patient has taken place, and tnat the referring physi- 
cian had no knowledge of its occurrence. 

Is it the hospital’s duty to keep in close touch with the 
physician who refers a case, or is it the duty of the physi- 
cian who is actually treating the patient? The life of 
a busy hospital surgeon or physician is so full of pressing 
duties, that even were it his function to notify the doctor 
referring the case of a change in the patient’s condition 
or of the scheduling of an operation, it is feared that this 
information would be delayed even more than it is now. 

Many hospitals have a place on their records for the 
name of the referring doctor. This is done in order that 
the hospital may keep in touch with the physician sending 
in the patient. Indeed, it would seem that were this matter 
of notification done in a strictly ethical fashion, it is the 
hospital’s surgeon or physician in charge of the case who 
should extend the courtesy to the referring physician of 
requesting his presence at the time of operation. 

But the practical aspect of this problem seems to be, 
not whether it is right that notification should be given 
but rather how this shall be done. If time allows, a 
letter from the hospital office to the referring physician, 
notifying him of the scheduling of his patient’s operation, 
is practicable. If this is not possible, a telephone call or 
a visit from a hospital messenger or a social-service 
worker, would fulfill the same purpose. 

In the case of the patient’s having become critically ill, 
or of death having taken place, a telephone message or a 
telegram may be sent to the referring physician, as well 
as to the patient’s relatives. 

The hospital should strive to create and maintain the 
reputation of meticulously informing the physicians in its 
community of the condition of their patients, and thus 
forestall a fear among physicians that should they send 
their patient to the hospital he is likely to be lost, in so far 
as their knowledge of his condition is concerned. 

It may be stated that the staff doctor usually advises 
the patient on his discharge to return to the phySician 
referring him to the hospital. Moreover it is a distinct 
breach of medical ethics not to send the patient back to 
his family physician when the hospital has done all that 
it could for his medical welfare. To be neglectful or 
careless in cementing this healthy mutual understanding 
between the hospital and the community’s physicians is 
to lose an opportunity to add to the volume of the hos- 
pital’s work, and its service to the community. 
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EATNESS and success are close 

companions. A neat, clean hos- 
pital building suggests at once the 
success of the institution. Floors are 
the mirrors through which the bright- 
ness and neatness of the entire build- 
ing are reflected. 


TILE- 


There is a TILE-OLEUM sales office in 
OLEUM is every large city of the country. By commu- 
made essen- nicating with the home office at Dubuque, 


The Lightning Cleanser 


ness. It cleans tile or marble floors 
and walls to the point of glistening 
newness. It quickly removes all dirt 
and grime no matter how deeply 
ingrained. 

By the frequent use of TILE- 
OLEUM there is given to the hospital 
that air of 
neatness that 
invites confi- 


tially to pro- Jowa, you will be quickly placed in touch with dence and 


duce this neat- the closest Midland representative. 


Midland Chemical Laboratories, 
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HOW MUCH CAN OCCUPATIONAL THERAPY DO 
FOR OUT-PATIENT PSYCHIATRIC CASES? 


By C. P. Oberndorf, M.D., Associate Psychiatrist, Mount Sinai Hospital, 
New York 


S IN other medical specialities, the trend of treatment 

of psychiatric disorders for the last twenty-five 

years has been in the direction of generalized pro- 
phylactic measures, and of the encouragement of volun- 
tary cooperation on the part of the individual showing 
symptoms of mental abnormality before the disorder has 
become a difficult if not a hopeless problem. Not only 
have the extra-mural efforts of state hospitals been 
greatly intensified lately, through the supervision of pa- 
tients on parole and the establishment of consultation 
clinics in smaller cities, but an ever increasing number of 
social and educational agencies have been enlisted in the 
work of rectifying mental disease and conduct disorder 
before it reaches the stage commonly termed “insanity.” 

Medical practitioners, and surgical specialists in par- 
ticular, immersed in their activities of combating physical 
disease, and with them the general hospital as a unit, 
remained apathetic, indifferent and uninformed concern- 
ing matters of mental health, and because of this lethargy 
the general hospital has overlooked its tremendous possi- 
bilities for service as a psychiatric center. 

Few general hospitals include psychiatric clinics in 
their out-patient departments, or psychiatrists on their 
attending staffs, although the affiliation of a psychiatric 
clinic with a general dispensary redounds to the advan- 
tage of both. Any general dispensary benefits from the 
influence emanating from a clinic in which the social 
point of view should unswervingly predominate, as well as 
from the services of psychiatrically trained physicians, 
qualified to assist other specialists in evaluating psycho- 
logical factors frequently complicating physical disorders. 
The psychiatric clinic derives the even greater advantage 
of close cooperation with the various specialties, notably 
gynecology, genito-urinary diseases, surgery, and ophthal- 
mology, located in the same building. Furthermore, the 
position of the psychiatric clinic as merely one of the 
varied group of medical specialties generally associated 
in any large hospital, tends to remove the stigma and 
disgrace which neurotic patients and their families still, 
unfortunately, link with mental disease. 


What Mount Sinai Hospital Is Doing 


For the past five years Mount Sinai Hospital, New 
York, has included in its out-patient service a psychiatric 
clinic that now operates six mornings a week. The in- 
dividuals referred to this clinic are suffering, roughly 
estimated, from various forms of psychoneuroses in 50 
per cent of the cases, from psychoses (mostly mild de- 
pressions and incipient dementia precox cases), in 25 
per cent, and from the so-called “constitutional inferior- 
ities,” endocrineopathies and epileptiform conditions in 
25 per cent. 

The active treatment in all the functional cases is 
strongly influenced by the psycho-analytic, technical ap- 
proach and the interpretative method which in such di- 
versified cases as are treated in an out-patient clinic, must 
necessarily be modified by re-educational or persuasive 
procedures, drugs, surgery and alteration of the environ- 
ment of the patient as exigency demands. Over two years 


ago an occupational therapy clinic for these out-patients 
was formally established as an adjunct to other thera- 


peutic measures, although emphasis in all treatment still 
remains steadfastly focused upon psychotherapeutic meas- 
ures directed at the correction of psychological abnor- 
malities held directly responsible for the symptoms shown. 

Originally, four years ago, the occupational therapy 
clinic began as an irregular experiment on a small scale 
in charge of volunteer workers. The usual disadvantages 
and defects of volunteer workers soon developed, namely, 
unreliability of attendance, neuroticism, over-enthusiasm 
and favoritism in regard to patients. Notwithstanding 
these disconcerting flaws in the successive amateur in- 
structors, the patients themselves were sufficiently bene- 
fited and interested and so manifestly disappointed when 
the clinic temporarily ceased, as to warrant the employ- 
ment of a paid worker by the hospital. 


The Out-Patient Problem 


Occupational therapy in an out-patient department, 
where attendance is entirely voluntary and patients can- 
not be coerced into coming, presents problems not found 
in closed institutions or those where the patient is tempo- 
rarily confined. The work itself must offer sufficient in- 
centive to induce the patient to leave his home and often 
travel a considerable distance, sometimes at a financial 
sacrifice, and in addition to pay the small admission fee 
to the clinic. It has been found that a goodly number of 
suitable cases, mostly incipient dementia przcox cases 
and mild mental defectives, are willing to do this over 
many months and even years at a time. On the other 
hand, some psychoneurotic individuals, suffering from com- 
pulsive fears of the street or people could not venture 
out unless especially called for at their homes. Through 
a small fund placed at the disposal of the clinic, we were 
able to arrange for this satisfactorily, sometimes paying 
another member of the class to perform this service. 

Nearly every foot of space in the Mount Sinai Hospital 
out-patient building is occupied so that no separate room 
for the occupational work is available, but part of the 
hall on the fifth floor of the building has been improvised 
as a workshop for the patients, by the simple expedient 
of arranging benches to form a hollow square. Here, 
because of the cramped space, lack of privacy and in- 
sufficient room for equipment, the variety of work is 
limited, and many of the customary types of craft work 
such as carpentry, weaving, jewelry making, have had to 
be omitted. Basketry, painting small boxes, cardboard 
construction, including portfolios, boxes and lampshades, 
sewing, embroidery, also crocheting and knitting, are the 
types of work most commonly taught, while the tinting 
of Christmas and other holiday cards is indulged in spas- 
modically. In isolated instances chair caning, furniture 
painting and rug making have been undertaken. 

In the psychoses, especially in the dementia praecox 
cases and mild depressions, the primary value of the 
occupational therapy consists in focusing the attention of 
the patient on interests outside himself. This exterioriza- 
tion of the patient’s thoughts, perhaps the main object 
of the work, only slightly exceeds its secondary value of 
freeing the home for a number of hours each day from the 
care and burden of these patients. This apparently in- 
significant circumstance often gives the family a sufficient 
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The new City Hospital of Indianapolis, covering two blocks, is equipped with the latest appliances. Archi- 
tect, Adolf Scherrer. Plumbing Contractors, Hayes Brothers, Inc. Crane plumbing materials installed. 


A CITY HOSPITAL WITH FINEST EQUIPMENT 


Mindful of the medical principle that In this City Hospital patients will be 
the best cure is prevention, Indianapolis served, medical staffaided, and municipal 
has taken steps, by erecting a hospital — officials protected, by thoroughly modern 
group worthy of comparison with the equipment. For this institution, as for 
best, to forestall the flurries of criticism so many other fine, new hospitals, Crane 
to which city hospitals are subject. plumbing materials were chosen. 
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respite from the tedious custodianship of an irritating 
sick person, to permit them to continue to care for the 
patient at home for the balance of the day instead of 
being compelled to commit him to an institution. For this 
reason the clinic should be held daily except Sundays 
throughout the year, so as to yield a continuity of the 
dependency situation for the patients, a daily recurrent 
stimulation of his interest and reliable cooperation from 
the family. 

It has been extremely gratifying to observe how these 
patients, suffering from mental troubles of varying 
severity, some of whom could be easily committed as 
insane, have been willing and able to work, notwithstand- 
ing the fact that they are objects of curiosity to other 
patients and orthopedic clinics that occupy the rooms on 
this floor during clinic mornings. We have little dis- 
turbance, occasionally an outburst of temper or a con- 
vulsive seizure, but certainly there is less excitement and 
disorder about these persons gathered in their open 
stockade than there is in the group attending some of 
the other special clinics that are housed in the same 
building. 


Has Proved a Diagnostic Aid 


Quite unexpectedly the occupational therapy clinic has 
proved a diagnostic aid, in many instances, as a tempo- 
rary observation ward, where patients’ application to 
tasks, conduct toward co-workers and their attitude toward 
work has revealed or emphasized characteristics some- 
times not given a full valuation by the physicians in the 
history or examination. Occasionally when a doubt exists 
in the mind of the physician investigating a new case, as 
to the necessity for commitment to a closed institution, 
he may refer the patient to the occupational therapy class 
to test his stability and adaptability. The reports of the 
occupational therapists have also enabled the physicians 
to gauge more accurately the probability of the eventual 
social and economic adaptability of the individual, for the 
well spoken intentions and assertions of some patients 
in the consultation room fail of realization in the work- 
shop. On the other hand, some apparently hopeless dul- 
lards prove steady and efficient workers under proper 
guidance. 

Many of the psychoneurotics find in occupation a means 
of temporary distraction from their compulsive thinking 
and welcome even the artificially arranged association of 
the class as a relief from the isolation into which their 
sickness so often plunges them. In mental defectives and 
schizoids, in individuals whose mental peculiarities and 
asocial tendencies incapacitate them from initiating nor- 
mal contacts in their indigenous environment, the clinic 
provides a spurious but, nevertheless, partially effective 
substitute. 

To foster an esprit de corps, patients are urged to work 
together, although with the egocentric tendencies of so 
many of the patients, this is not always successful. With 
this idea of making the occupational therapy clinic a social 
nucleus, at the instance of the head social service worker, 
the clinic has given “parties” at a nearby settlement 
house, the Meinhardt House. These social gatherings, 
which have proved unexpectedly lively and entertaining, 
are an innovation that only a short time ago might have 
been considered foreign to the scope of an out-patient 
clinic’s activities but may be advantageously extended in 
the future as an auxiliary psychotherapeutic measure, as 
a means of awakening those forces, namely, emulation and 
identification that are operative in all group movements. 
They are well attended by both active and discharged 
patients to whom invitations are sent. 
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It became evident that unless the patient regards the 
work as a serious adjunct of his treatment he would not 
cooperate fully and that to the average dispensary pa- 
tient the presence and active interest of the physician 


signified treatment. For that reason the moral support 
of the frequent medical consultations with the therapist 
in charge, in the presence of the patient, is considered ab- 
solutely indispensable. While the recreational and thera- 
peutic aims are never slighted, we find it an incentive, 
catering to the always available acquisition impulse, to 
pay the patients one-third of the sale receipts of their 
work. Two-thirds of the income from sales, which are 
numerous, goes to pay for materials used. The total cost 
of conducting the clinic during the year of 1925, aside 
from the salary of the therapist, amounted to less than 
one hundred dollars. 

Of course the entire success of a clinic of this type 
depends upon the skill and personality of the therapist in 
charge. Lack of zeal, persistence, patience, justice or 
enthusiasm on the part of the instructor soon transmits 
itself to the patients who are as a class emotionally 
dependent upon the leader, and particularly susceptible 
to indifference, always desiring to receive a bit more than 
they give and jealous of distinctions shown to a particular 
patient. The instructor should not only know something 
of the mental dynamics back of the dependency phe- 
nomena, which she constantly encounters, but must be 
willing to give persistently of herself, not in the manner 
of fluctuating pity and sentimentality but contributing 
reliable, impartial, sympathetic support. The success and 
continuation of this clinic has been due to the exceptional 
capability of the therapist, Marguerite Emery, and her 
conscientious volunteer assistants. 


Factors Affecting Curative Value 


Let us be clear as to the curative value of occupational 
therapy in mental cases. In my opinion, if given alone, 
without psychotherapy of the interpretive type, it has 
only casual worth. As an auxiliary it serves a distinct 
need in providing a means of exteriorization of energy 
and tends to rehabilitate through the prevention of ex- 
cessive indulgence in phantasy or absorption in those 
neurotic symptoms which so often represent substitutes 
for phantasy life which has failed. This function, which 
occupation serves, does not in any way supplant, nor does 
it even greatly facilitate, the liberation of that energy 
which the patient has pathologically attached either to 
infantile objects and aims or to himself. Such a funda- 
mental alteration of energy re-alignment must be initiated 
and elaborated through individual psychotherapy with the 
patient. 

And now a word of warning. It is easy for the physi- 
cian to consign the patient to occupational therapy and 
delude himself that he has really accomplished some bene- 
ficial result for the patient. Unless the patient is con- 
tinually aided by the physician through advice and con- 
sistent interest, in either his failure or progress at the 
therapeutic work and enlightenment in connection with 
the deeper problems complicating his life, the occupational 
therapy endeavor resolves itself into an expedient disposal 
of the case on a plane perhaps a trifle less aimless and 
insipid than inactivity or undirected routine activity. In 
some cases such a compromise disposition of the problem 
may be all that, from the standpoint of economics, it is 
feasible to attempt, but unless the physician is on his 
guard he is apt to lapse into the soothing habit of rele- 
gating too many puzzling or unfavorable individuals to 
the convenient consolidation of what is termed occupa- 
tional “therapy.” 
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Pyrono Fireproof Doors 
are built of the finest 
veneers applied over non- 
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between which asbestos 
sheathing is mechanically 
bonded. They can be 
fitted tightly because, in 
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HOW FIRE INSURANCE COSTS CAN BE REDUCED‘ 


By W. K. Palmer, 


Indianapolis, Ind. 


twofold. That is, its experienced rater must have 

developed not only a sufficient knowledge to enable 
him adequately to measure the relative fire hazard but he 
must also cultivate keen insight with regard to the various 
individual hazards and their relation to each other, so 
that he can educate the owner or occupant of property as 
he goes along. 

Any rating work that does not carry along with it at 
least a fair measure of fire prevention effort has ceriainly 
fallen far short of its aim. In addition to this the rating 
bureau must be in a position to furnish all manner of 
underwriting information to properly authorized parties. 
This involves the preparation of underwriting reports for 
companies, the furnishing of copies of rate make-ups and 
improvements letters to the assured upon request, or to 
his duly authorized agent. The Indiana Inspection Bureau 
and many other state rating bureaus operate under “anti- 
discriminatory” laws, and the rating schedules in use 
are applied in any particular case as they are applied to 
the class. The relative merits of various types of insur- 
ance cannot be discussed in this article as the Indiana 
bureau is a representative of virtually every type. 

It is said that “the sturdy oak from a little acorn 
grows.” The progress of fire insurance has been similar 
but so have our fire losses. You all know that the great 
Chicago fire is said to have started when the cow kicked 
over the lantern in the stable. Did you also know that it 
is claimed the Baltimore conflagration started from a 
match or cigarette carelessly tossed through a sidewalk 
grating which was not properly screened, igniting rubbish 
collected in the bottom of an areaway? Or that an atten- 
dant in the Iroquois Theater, Chicago, wasted valuable 
time in fighting a small fire with a useless powder fire 
extinguisher and the time he lost before turning in the 
alarm indirectly cost six hundred lives? The causes were 
minor but the effects of carelessness and lack of fire pre- 
vention work were staggering. 


TT & purpose of any fire rating organization must be 


Fire Losses Are Mounting 


The annual fire loss in this country is mounting steadily, 
approximating close to six hundred million dollars in 1926, 
in spite of the millions of inspections made yearly by fire 
departments and fire inspection agencies, advertising and 
other measures. The responsibility for the existing condi- 
tions is squarely up to the management of our institu- 
tions. The property owner and occupant should inform 
themselves as to the amount of the inherent fire hazard in 
their premises. The fire rate is a good barometer and 
represents a reasonably accurate measure as established 
through years of experience. 

If fire protection is warranted in our factories, ware- 
houses and stores, where daytime use and physically fit 
occupants are the rule, how much more necessary is fire 
protection in institutions that are used twenty-four hours 
each day in the year and filled largely with the helpless? 
A hospital burns every day in the year; half that many 
asylums and institutions are destroyed each week. Of 
every sixteen institutions in the country one suffers a 

*Read at meeting of the Indiana Hospital Association, Evansville, 


Ind., April, 1927. The author is indebted for the information in this 
paper to H. W. Forster, committee on public information, National Fire 


Protection Association, Boston. 





serious fire each year and several times as many fires 
occur of insufficient size to get into public print or to 
become matters of insurance adjustment. Competent men 
can detect the possibility of fire with almost absolute 
certainty. The means of prevention is available to anyone 
who desires information and the cost of securing a large 
degree of safety is not prohibitive. There is, therefore, 
no excuse for the majority of the dangerous conditions 
that exist today. 

There is cause for rejoicing in the fact that there are 
many of the newer hospitals today that in whole or in 
part approach the ideal from a fire safety viewpoint. 
Naturally the majority of these are so-called fireproof 
construction, but the number of truly safe institutions is 
small and in the large majority of older buildings the 
conditions are frequently appalling. Over 90 per cent 
of the existing institution buildings are of frame or wood 
joisted construction. The need, therefore, is for imme- 
diate action first toward the improvement structurally of 
these buildings, or the installation of automatic sprinklers 
or a combination of both. 


How Automatic Sprinkler Operates 


Before going into the matter of these structural changes 
in the buildings, let me insert a few remarks pertinent to 
the automatic sprinkler. Operating without human 
agency, ever on guard, quick to respond to the challenge of 
fire and conqueror in many battles, the automatic sprinkler 
has earned for itself the premier place in the fight for life 
and property loss against fire. A sprinkler system con- 
sists of a series of pipes close to or concealed in ceilings 
and to which sprinkler heads are connected at intervals 
of eight to ten feet in both directions. These heads are 
made with a special solder which melts at about 160 de- 
grees F., which is under the boiling point of water. The 
sprinkler has a half-inch orifice and a deflector and under 
usual pressures from an adequate water supply will dis- 
charge from fifteen to twenty gallons of water per minute 
over an area some fifteen feet in diameter. 

With such spacing of heads and their introduction under 
stairways, in closets, in ventilators and ducts, there is 
little chance for a fire to make headway. Today some one 
hundred institutions have been protected in whole or in 
part by automatic sprinklers, representing about 1 per 
cent of our institutions. Even with this small number 
of sprinklered hospitals and institutional buildings ex- 
perience has been registered as attested by the following: 

Rhode Island Hospital, Providence, R. I. Fire started 
in a pile of mattresses in the attic. One sprinkler opened 
and extinguished the fire before it was discovered. 

Homeopathic Hospital, Rochester, N. Y. Fire started 
on roof and burned through.. Automatic sprinklers in 
concealed space underneath the roof extinguished the fire 
with trifling loss. 

Butler Hospital, Providence, R. I. 
assembly hall from a match or cigarette. 
head extinguished the fire with little loss. 

Any of these fires could easily have developed into a 
holocaust. 

The automatic sprinkler system is without doubt the 
most dependable device against fire in its incipient stages. 
Automatic sprinklers are entirely practical in spite of 


Fire started in the 
One sprinkler 
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Corridor Wainscot 





Promenade Floor 


6x6 Romany Quarries in a few of the places used in the new Maternity Hospital, Cleveland, Ohio. 
Abram Garfield, Architect The Wadsworth Addison Company, Tile Contractors 


Beauty and Cleanliness — Inseparable! 


IRST of all—immaculate cleanliness, then—attractive appearance: 
are the prime essentials of the ideal floor and wall in the modern 


hospital. 


In Romany Quarry Tiles, lasting beauty and ease of cleaning are 
inseparable. Both are aneaaeil by the very nature of Romany Tiles 
and the method of their manufacture. 


They are made from a uniform blend of native clays, burned to 
flint-like hardness. Their attractive appearance is produced by the 
natural colors from the clays themselves! 


For durability, permanent attractiveness and low cost, Romany 
Quarry Tiles ‘stand alone among desirable floor and wall surfacing 
materials. 


Romany Quarry Tiies are made in three plain colors— Romany Rais, Romany Greys, 
Romany Browns; and in a medley of golden shades that range from dark russets through 
tans to pale greens, the Romany Rainbow Tiles. 


UNITED STATES QUARRY TILE COMPANY 
PARKERSBURG, WEST VIRGINIA 


ROMA 


QUARRY «= TILES 
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the possibility of accidental opening of the heads when 
there is no fire. It is really a question of life safety from 
fire versus a remote possibility of a water spray from a 
single head being harmful to inmates. Structural condi- 
tions and use of fire resistive material in new buildings 
pring about a degree of safety that cannot be approached 
in the older buildings except by the installation of auto- 
matic sprinklers. It is the old building that generally is 
the most hazardous and the automatic sprinkler system 
properly maintained is the only sure cure for this hazard. 

If a complete installation of automatic sprinklers can- 
not be obtained on account of lack of funds or other rea- 
sons, then a plan of partial protection should be conceived, 
this to be gradually extended as funds are available. 
Merely the installation of sprinklers in a single dangerous 
basement is a noteworthy step. These systems should be 
arranged so that they can be extended to upper floors of 
the buildings, and all hazardous sections should be pro- 
tected first, such as storage rooms, paint and carpenter 
shops and laundries. 

Getting back to the subject of structural features in the 
older combustible buildings, the following list of structural 
improvements should receive attention: 

1. Division of buildings into as many different fire 
areas as practical, this to be accomplished by means of 
substantial masonry fire walls or partitions, with all open- 
ings between sections protected by recognized types of 
fire doors. 

2. Enclosure of all vertical communications, such as 
stairs, elevator shafts, dumb-waiters, rubbish and clothes 
chutes with fire retardant partitions and doors. 

3. Provision of a room with fire resistive walls, ceiling 
and floor for the heating plant, if located within the 
building. 

4. Protection of the entire basement ceiling with hard 
plaster on metallic lath, fastened to under sides of joists. 
This will give much more protection than sheet metal 
nailed to wooden joists. 

Expert opinion should be sought and proper legal au- 
thorities should be consulted, however, as to the necessity 
and adequacy of such changes before action is taken, and 
means of egress should receive special consideration. 


Planning for Protection of New Buildings 


In the construction of new hospital buildings or addi- 
tions to old hospitals, have the architects submit plans to 
the fire rating authorities, with instructions that all fea- 
tures of the risk be reviewed and, if necessary, commented 
on in writing. Let me take this occasion to quote from an 
article that appeared in a recent issue of THE Mop- 
ERN HOSPITAL, in a paragraph headed “Rates Made by 
Bureaus:” “This system of rating to a large extent per- 
mits the owner of property to make his own rate. If he 
is careful in the preparation of his building plans, using 
the facilities at his command, he can eliminate many 
features that would become a permanent charge in his 
insurance rate should they be allowed to remain in the 
plans. He can remove many if not all of the after- 
charges. In the selection of his site he can be careful 
to prevent bad exposures from his neighbors.” 

The foresighted builder today is to a large extent making 
his own rate by taking advantage of these facilities. The 
following points should be observed in the preparation of 
plans for new structures. It will be noted that only the 


so-called “fireproof” construction is advocated for new 
structures intended for this class of occupancy: 

1. Only a type of floor and roof slab universally ac- 
cepted as fire resistive should be specified. 

2. Egress facilities should be given special considera- 
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tion and not less than two adequate means of exit from 
each floor, remote from each other, provided for each fire 
section. 

3. Specially hazardous features of occupancy, such as 
laundries, heating plants, storage rooms, x-ray film stor- 
age, carpenter, metalworking and painting shops, oils and 
similarly volatile storage, kitchens and refrigerating sys- 
tems should be located in a separate building or a separate 
fire resistive room with standard fire doors installed on 
openings to such rooms. 

4. Wood trim and flooring should be held to the mini- 
mum, with the maximum allowable number of metal doors 
and frames used. In this era of steel fabricating, good 
appearance need not be sacrificed in the matter of trim. 

5. All vertical communications throughout the building 
should be protected with fire resistive partitions and doors. 

6. An inside first-aid fire hose system, with adequate 
water supply available, should be specified. 

Structural conditions have been covered in detail. The 
hazardous features of occupancy constitute an important 
element of the risk and are prevalent in every type of 
hospital, therefore the following suggestions would apply 
to both new and old buildings of any class of construction. 

Occupancy headings are divisible into two main classes: 
Common hazards embracing heating, lighting and power; 
and miscellaneous hazards. 


Heating Plant Should Be Isolated 


We have already stated that the heating plant should 
be in a detached building, or isolated by fire doors in a 
fire resistive room in the main building. In addition all 
steam pipes and radiators should have ample clearance 
from combustible material to eliminate any charring of 
wood. Practically all hospitals today are lighted by elec- 
tricity and all wiring should be strictly in accordance with 
the provisions of the National Electric Code and subjected 
to thorough inspection by a competent electrician at least 
once a year. The power hazard is limited mainly to the 
installation of a few motors for minor uses. The matter 
of the location of these motors should be carefully con- 
sidered and after installation they should be kept clean. 

The following miscellaneous hazards comprise practi- 
cally all the remaining occupancy features found in 
hospitals: 

In the kitchens all cooking ranges should be provided 
with ample insulation where the floor is of combustible 
construction; hotel type ranges not provided with legs, 
installed on wood floors, should have flooring provided of 
incombustible construction. Ventilation adequate to carry 
off all the grease fumes should be provided for all large 
ranges. All gas devices, even small hot plates in service 
kitchens, should be hooked up with rigid piping and prop- 
erly insulated. 

Fires have started from steam dryers in laundries, 
through woodwork or clothing being in contact with the 
hot steam pipes. Clothes dryers should be of metal 
throughout and steam pipes should be protected by wire 
screening. Gas mangles should be properly installed and 
the flames guarded. Where stoves are provided for heat- 
ing irons, they should be carefully installed and attended. 
Pilot lights should be installed in circuits to all electric 
irons, and current should never be left on when irons are 
not in use. The use of gas irons should not be permitted. 
Non-combustible stands, with at least six inch clearance, 
should be provided for irons when not in use. 

Paint shops if in the main building should contain a 
minimum amount of paints and oils. Cleaning paint 
brushes with gasoline should not be permitted. Standard 
waste cans should be provided for the reception of all 
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have all installed WULCANS 








a eS Walle 

Hotel Leamington, Oakland, 
California. 
and Vulcan-equipped. The ac- 
companying photograph shows 


New, luxurious 


Leamington’s modern kitchen 
and the battery of Vulcans. 








Seville-Biltmore Hotel, Havana, 
Cuba. Not too far to be reached 
by Vulcan! Installation by W’. 
J. Buzzini, Inc., New York. 





Chastleton Apartment Hotel, 
Washington, D. C. Picturesque 
residential hotel served by Vul- 
can Hot-Top gas ranges. In- 
stallation by Dulin & Martin, 


Washington. 








Kitchen of the Leamington Hotel 


HAT is the trend in the newest hotel kitchens? 

Look through the cosmopolitan centers of the 
East. Go South to Florida and Cuba. Inspect California’s 
latest hotels. Everywhere you will observe the steady 
continent-wide tendency to select Vulcan heavy-duty 
equipment! 

The chefs like the red hot spot. It gives them just 
the cooking surface they need. They have grown accus- 
tomed to grouping their pots around that spot. They 
depend on the graduated heat zones for better cooking 
results. They get these features in the Vulcan! 

The patented aeration plate over each burner is one 
important reason for these better results. The four rings 
on the Vulcan mean perfect heat control and /ower fuel 
costs. These features are exclusively Vulcan! 

If you are planning a new kitchen, or re-equipping an 
old one, keep the Vulcan facts before you. Send for your 
free copy of the Vulcan book. Hotel Department, Stand- 
ard Gas Equipment Corp., 18 East 41st Street, New York. 
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Arlingion Hotel, Washington, 
D.C. The Vulcans quickly won 
the kitchen staff’s favor. Instal.- 
lation by The Stern Company, 
Washington. 
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HotelGeorge Washington, Jack- 
sonville, Florida. Installation 
by John Van Range Co., Cin- 


cinnati, Ohio. 
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roilers. Installation by L. Barth 
ny, New York. 
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oily waste and rags. Carpenter shops should be kept 
clean and storage of excess lumber and awnings should 
not be permitted. Plumbers’ and electricians’ shops 
preferably should be in an isolated building and gasoline, 
necessary for blow-torches, should not be handled in the 
vicinity of any open flame. Refrigeration systems of 
any appreciable size should be in an isolated building. 

The entire installation of x-ray machines should be 
under the supervision of experienced men. Only the 
approved type of slow-burning film should be used and 
the amount of this in both undeveloped and developed 
stock should be the minimum requirement, and this should 
be kept in approved cabinets or specially built vaults. If 
fast burning or nitro-cellulose film has been used at any 
time the storage of it in the hospital should be eliminated 
as soon as possible. 

Supplies of ether, oxygen and nitrous oxid, and ethylene 
should be limited to such quantity as the exigency of the 
particular hospital will permit. Chemicals dangerous from 
a fire standpoint and usually found in a drug room should 
be kept under lock and key. The amount of volatile oils in 
test laboratories should be small. Rubber cement for 
mending rubber gloves or hot water bottles should be 
kept in small quantities in covered cans. Linseed oil 
mixtures should not be used for oiling floors as mineral 
oils are much safer, but the dressing of floors with any 
form of oil is a bad practice. Metal polishes, commonly 
used for brass polishing, are made up largely of benzine 
and gasoline and should be handled with care. Gasoline 
should never be used for cleaning purposes inside of 
buildings, and the main supply of gasoline, alcohol and 
other oils, paints and varnishes should be kept in an 
isolated building. 

Stocks of cotton wool, cotton gauze, flannelette and 
cotton bedding should be stored in a place remote from all 
danger of sparks, and all large supplies should be kept 
outside of ward buildings. 

All upholstering and refinishing of furniture should be 
carried on in an isolated building. Waste paper should be 
baled and removed from premises at frequent intervals. 

Protection is the next important element of the risk. 


Hose System Should Be Installed 


Under private inside protection we have already recom- 
mended that a hose system be installed within the hos- 
pital. Chemical extinguishers should also be properly 
distributed. Ordinarily, one two and one-half gallon soda 
and acid appliance for each 2,000 square feet of floor area 
would be sufficient. If watchman service is installed, the 
watchman should be required to report on one or the other 
approved time detecting devices. The necessity of auto- 
matic sprinklers has already been discussed. Attendants 
should be trained in the use of all fire alarm systems, in 
the extinguishing of equipment and in all safety rules. 

As to private outside protection there are few sug- 
gestions to offer, inasmuch as most hospitals are under 
fairly good public protection and as a rule there is no 
urgent need of a private fire hydrant system and fire 
corps. 

As to private fire protection, outside hydrants and hose 
are of value only when there are persons present who 
are capable of handling them efficiently. Such protection 
generally is needed only for institutions outside of pub- 
lic protection zones. The details of water supply, pipe 
lines and water valves should, of course, be thoroughly 
understood by those who will use the hose. Special care 
should be taken to prevent freezing of hydrants and mains 
during cold weather. A fire, December 22, 1916, at the 


Kansas Masonic Home, Wichita, Kan., caused the loss 
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of five lives and $250,000 property damage because water 
mains were frozen and the fire got beyond control. The 
protection afforded by a private water system for fire 
fighting where good public protection is not available has 
an important bearing on the insurance rating. 

At all institutions where good public protection is not 
available it is important that fire brigades be organized 
and carefully trained. It should always be borne in 
mind, however, that in institutional buildings, fire fighting 
must come second to life saving. In some institutions a 
portion of the inmates are capable of rendering valuable 
aid, and this should be utilized in planning the exit and 
fire fighting organizations. In hospitals, the safety corps 
having charge of egress should be made up of doctors, 
nurses, porters and attendants, while the fire fighting 
brigade should be composed of the chief engineer, his 
assistants, mechanics, yard men and kitchen men. 

The duties of the safety corps should be to respond to 
all fire alarms, treat and control patients, and remove them 
to places of safety when necessary. 

The duties of the fire fighting force should be to respond 
to all alarms, use extinguishers, hose, and other equip- 
ment to best advantage, and, in emergency, assist the 
safety corps in removing persons from buildings. 


Local Conditions Govern Details 


Details of the organization must of course, be worked 
out to fit local conditions at each institution. All mem- 
bers of the safety corps should be able to turn in a fire 
alarm properly, and to use extinguishers on incipient fires. 
The organization of both safety corps and fire fighting 
force should be clearly shown and the detailed duties of 
each member clearly stated on signs posted at conspicious 
locations throughout the institution. These signs should 
also give information concerning the location and opera- 
tion of fire alarm boxes and extinguishing equipment. 


The fire fighting force should generally be in 
charge of the chief engineer, while the head doc- 
tor or head nurse should take charge of the safety 
corps. The superintendent of the institution should, of 


course, direct all activities, but he should be careful not 
to interfere with work which is already being efficiently 
carried out. At institutions where there is a scarcity of 
men, arrangements can sometimes be made with neighbors 
to respond to fire alarms and assist in the work. For 
the many institutions that are almost completely man- 
aged by women, arrangements of this sort are important. 
Directors, visiting physicians and others connected with 
institutions should be notified promptly at time of fire. 

It is difficult to secure adequate facilities for combating 
fire in factories or other buildings where the occupants 
are physicially fit and mentally competent. The problem in 
buildings housing the sick and otherwise incapacited is 
infinitely harder. The conditions in institutional buildings 
generally are bad, frequently deplorable. The reason the 
life loss is not greater than it is does not lie in good 
buildings, adequate exits, good alarm systems, adequate 
fire protection, and trained staffs, but in the fact that 
such buildings are used continually, and fires are likely 
to be discovered in their early stages, and in that nurses 
and other attendants have shown remarkable heroism at 
time of crisis. 

It is the difficulty and the expense of providing even 
reasonably adequate egress facilities in the ordinary in- 
stitution that causes such emphasis to be placed in this 
article on fire prevention and on the installation of auto- 
matic sprinklers, for with such an installation properly 
maintained, the chance of a fire getting to the point where 
it jeopardizes life is exceedingly remote. 
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HOSPITAL DAY MAY 12th 


Appropriate Occasion for Executives to Appraise 
Present Achievement and Further Needs 


HE DESIGNATION of such a day gives some 

measure of emphasis to the growing importance 
in modern communal life of hospitals which /ast 
year served approximately ten million people in this 
country, or one person out of every three or four 
homes. 


It is a proper time for the public to give serious 
thought to the vitally essential service of hospitals 
and gratefully contemplate the protection which they 
afford. To give the day the fullest value and sig- 
nificance, however, its observance should be prac- 
tical as well as educational. 


For those who are carrying the responsibility for 
the generai policies of hospital administration and 
development it is a timely hour to take account of 














MARY FRANCES KERN 


their stewardship. Trustees and other directing officers of hospitals can well pause 
on Hospital Day to inventory the possibilities of their institution in relation to the 
community’s needs. Is it adequate in capacity? Is it complete as to departments? Is 
it as modern in equipment and other respects as it should be? 


If your hospital is not fulfilling its opportunity of service and protection to the 
community for lack of funds for necessary expansion and development there is usually 
a way to provide them. The surest way is through a popular subscription campaign 
conducted by organizers and publicity men experienced in fund raising projects. 


Mary Frances Kern maintains a trained staff with years of successful ex- 

perience in this field. The Kern organization can help you solve your 

problems. Let Hospital Day mark a milestone in your institutional history. 
Write for a conference appointment or wire at our expense. 


MARY FRANCES KERN 


Financial Campaigns 


1340 Congress Hotel 
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WHAT DOES CARE OF THE PATIENT COMPRISE? 


By Francis W. Peabody, M.D., 
Boston 


highest human ideals, are apt to deteriorate into 

dehumanized machines. Even the physician who 
has the patient’s welfare most at heart finds that pressure 
of work forces him to give most of his attention to the 
critically ill and to those whose diseases are a menace to 
the public health. In such cases he must first treat the 
specific disease, and there then remains little time in 
which to cultivate more than a superficial personal con- 
tact with the patients. 

Moreover, the circumstances under which the physician 
sees the patient are not wholly favorable to the establish- 
ment of the intimate personal relationship that exists in 
private practice, for one of the outstanding features of 
hospitalization is that it completely removes the patient 
from his accustomed environment. This may, of course, 
be entirely desirable, and one of the main reasons for 
sending a person into the hospital is to get him away 
from home surroundings, which, be he rich or poor, are 
often unfavorable to recovery. At the same time it is 
important for the physician to know the exact character 
of those surroundings. 

When a patient enters a hospital, one of the first things 
that commonly happens to him is that he loses his personal 
identity. He is generally referred to, not as Henry Jones, 
but as “that case of mitral stenosis in the second bed on 
the left.” 

There are plenty of reasons why this is so, and the point 
is, in itself, relatively unimportant. The trouble is, how- 
ever, that it leads more or less directly to the patient being 
treated as a case of mitral stenosis and not as a sick man. 
The disease is treated, but Henry Jones, lying awake at 
night worrying about his wife and children, represents 
a problem more complex than the pathological physiology 
of mitral stenosis, and he is apt to improve very slowly 
unless a discerning intern happens to discover why it is 
that even large doses of digitalis fail to slow his heart 
rate. 


PH iehest like other institutions founded with the 


Treat Not Only the Disease 


Henry happens to have heart disease, but he is not dis- 
turbed so much by dyspnea as he is by anxiety for the 
future. A talk with an understanding physician who tries 
to make the situation clear to him, and then gets the social 
service worker to find him a suitable occupation, does 
more to help him than a book full of drugs and diets. 
Henry’s case offers an excellent example of a certain type 
of heart disease, and he is glad that all the staff find him 
interesting; it makes him feel that they will do the best 
they can to cure him. But just because he is an interest- 
ing case he does not cease to be a human being with very 
human hopes and fears. 

Sickness produces an abnormally sensitive emotional 
state in almost every one, and in many cases the emotional 
state repercusses, as it were, on the organic disease. The 
pneumonia would probably run its course in a week, 
regardless of treatment, but the experienced physician 
knows that by quieting the cough, getting the patient to 
sleep, and giving a bit of encouragement, he can save 
his patient’s strength and lift him through many distress- 
ing hours. The institutional eye tends to become focused 


*Excerpts from one of a series of talks before the students of the 
Harvard Medical School on “The Care of the Patient.” 








on the lung, and it forgets that the lung is only one mem- 
ber of the body. 

But if teachers and students are liable to take a limited 
point of view even toward interesting cases of organic 
disease, they fall into much more serious error in their 
attitude toward a large group of patients who do not 
show objective, organic pathologic conditions, and who 
are generally spoken of as having “nothing the matter 
with them.” Up to a certain point, as long as they are 
regarded as diagnostic problems, they command attention, 
but as soon as a physician has assured himself that they 
do not have organic disease, he passes them over lightly. 


“There's Nothing the Matter With Her” 

Take the case of a young woman, for instance, who 
entered the hospital with a history of nausea and discom- 
fort in the upper part of the abdomen after eating. Mrs. 
Brown had “suffered many things of many physicians.” 
Each of them gave her a tonic and limited her diet. She 
stopped eating everything that any of her physicians ad- 
vised her to omit, and is now living on a little milk with a 
few crackers; but her symptoms persist. The history sug- 
gests a possible gastric ulcer or gallstones, and with a 
proper desire to study the case thoroughly, she is given a 
test meal, gastric analysis and duodenal intubation, and 
roentgen-ray examinations are made of the gastro-intes- 
tinal tract and gall bladder. 

All of these diagnostic methods give negative results; 
that is, they do not show evidence of any structural 
change. The case is immediately much less interesting 
than if it had turned out to be a gastric ulcer with 
atypical symptoms. The visiting physician walks by and 
says, “Well, there’s nothing the matter with her.” The 
clinical clerk says, “I did an awful lot of work on that 
case and it turned out to be nothing at all.” The intern, 
who wants to clear out the ward so as to make room for 
some interesting cases, says, “Mrs. Brown, you can send 
for your clothes and go home tomorrow. There really is 
nothing the matter with you, and fortunately you have 
not got any of the serious troubles we suspected. We 
have used all the most modern and scientific methods and 
we find that there is no reason why you should not eat 
anything you want to. I'll give you a tonic to take when 
you go home.” Same story, same colored medicine! Mrs. 
Brown goes home, somewhat better for her rest in new 
surroundings, thinking that nurses are kind and physi- 
cians are pleasant, but that they do not seem to know 
much about the sort of medicine that will touch her 
trouble. She takes up her life and the symptoms return 
—and then she tries chiropractic, or perhaps it is Chris- 
tian science. 

Now the chief criticism to be made of the way Mrs. 
Brown’s case was handled is that the staff was contented 
with a half truth. The investigation of the patient was 
decidedly unscientific in that it stopped short of even an 
attempt to determine the real causes of the symptoms. As 
soon as organic disease could be excluded the whole prob- 
lem was given up, but the symptoms persisted. Speaking 
candidly, the case was a medical failure in spite of the 
fact that the patient went home with the assurance that 
there was “nothing the matter” with her. 

Here, then, was a patient in whom it was not the disease 
but the woman who needed to be treated. In general 
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Cloth- 
Lined 


Metal Weatherstrip 


A Perfect ‘‘Seal’’ for Both Wood and Metal Windows 











SS) 
a 


Si WINDSOR 





i 
FULL SIZE 


For wood sash. The chan. 
nel is inserted in the edge 
of the sash and the rail 
nailed to the jamb. 

The channel and rail are 
of zinc. They will not rust. 
The cloth is guaranteed to 
be rot-proof, water-proof 
and moth-proof—so 
crimped in that it can’t 
pull out. 

Inspection of many in- 
stallations made as long as 
10 years ago showed the 
cloth to be as good as the 
day it was installed, and 
the entire strip in excellent 
condition. 
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DRIVEN SCREW 


The same principle ofcloth- 
to-metal is employed for 
steel sash (either rolled or 
hollowsteel),and is the one 
truly efficient method for 
weatherstripping steel sash 


Various tests have established the fact that the air 
leakage (during a 15-mile wind) through a window not 
weatherstripped amounts to approximately .75 cubic feet 
per minute, per lineal foot of perimeter. Thus, through 
an average window with 24 feet of perimeter, the air in- 
filtration would amount to 18 cubic feet each minute. 





Think of the extra coal that must be burned to heat that steady 
infiltration of icy air. And think of the soot and dirt that sifts in— 
as well as the discomfort to the occupants of the room. There’s 
no question about it—it’s economical to weatherstrip. 


Tests also show that of the various forms of weatherstrip the 
ordinary 2-piece strip reduces that leakage to .29 cubic feet: 
While with a cloth-lined metal weatherstrip the leakage is reduced 
to .08 cubic feet—about one-ninth the amount that filters through 
a window not weatherstripped. 


The Athey Cloth-to-Metal Contact 
makes an air and dust tight “seal” 


You can’t fit two pieces of metal tight enough to keep out drafts 
and dust, without making the windows stick. 


But line the metal channel with cloth and you get a contact 
that defies ’most any drafts—yet the windows open and close easily. 
That is the cloth-to-metal principle, patented by Athey, and so 
used only by Athey. 


Ask for particulars—also the names of some 
of the fine buildings where Athey Cloth-Lined 
Metal Weatherstrip saved enough coal to pay 
entire cost of installation in a year or two. 





Mhey wach, 








Os 6052 West 65th St. 
Perennial Window Shades Chicago, Illinois 
Cloth-Lined Metal Weatherstrips 


Athey Disappearing Partition 
Athey Skylight Shades 








In Canada: CRESSWELL-McINTOSH, Reg’d — 270 Seigneurs St., Montreal, Que 
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hospital practice physicians are so busy with the critically 
sick, and in clinical teaching are so concerned with train- 
ing students in physical diagnosis and attempting to show 
them all the types of organic disease, that they do not pay 
as much attention as they should to the functional dis- 
orders. Many a student enters practice having hardly 
heard of them except in his course in psychiatry, and 
without the faintest conception of how large a part they 
will play in his future practice. At best, his method of 
treatment is apt to be a cheerful reassurance combined 
with a placebo. 

The successful diagnosis and treatment of these pa- 
tients, however, depends almost wholly on the establish- 
ment of that intimate personal contact between physicians 
and patient which forms the basis of private practice. 
Without this, it is quite impossible for the physician to 
get an idea of the problems and troubles that lie behind 
so many functional disorders. If students are to obtain 
any insight into this field of medicine, they must be given 
opportunities to build up this type of personal relation- 
ship with their patients. 


Is Personal Relationship Possible > 


Is there, then, anything inherent in the conditions of 
clinical teaching in a general hospital that makes this 
impossible? Can you form a personal relationship in an 
impersonal institution? Can you accept the fact that your 
patient is entirely removed from his natural environment 
and then reconstruct the background of environment from 
the history, from the family, from a visit to the home 
or workshop, and from the information obtained by the 
social service worker? And while you are building up 
this environmental background, can you enter into the 
same personal relationship that you ought to have in pri- 
vate practice? If you can do all this, and I know from 
experience that you can, then the study of medicine in 
the hospital actually becomes the practice of medicine, and 
the treatment of disease immediately takes its proper 
place in the larger problem of the care of the patient. 

When a patient goes to a physician he usually has con- 
fidence that the physician is the best, or at least the best 
available person to help him in what is, for the time being, 
his most important trouble. He relies on him as on a 
sympathetic adviser and a wise professional counselor. 
When a patient goes to a hospital he has confidence in the 
reputation of the institution, but it is hardly necessary to 
add that he also hopes to come into contact with some 
individual who personifies the institution and will take a 
human interest in him. It is obvious that the first physi- 
cian to see the patient is in the strategic position—and in 
hospitals all students can have the satisfaction of being 
regarded as physicians. 

Here, for instance, is a poor fellow who has just been 
jolted to the hospital in an ambulance. A string of ques- 
tions about himself and his family have been fired at him, 
his valuables and even his clothes have been taken away 
from him, and he is wheeled into the ward on a truck, 
miserable, scared, defenseless and, in his nakedness, un- 
able to run away. He is lifted into a bed, becomes con- 
scious of the fact that he is the center of interest in the 
ward, wishes that he had stayed at home among friends, 
and, just as he is beginning to take stock of his surround- 
ings, finds that a thermometer is being stuck under his 
tongue. It is all strange and new, and he wonders what 
is going to happen next. 

The next thing that does happen is that a man in a long 
white coat sits down by his bedside, and starts to talk to 
him. Now it happens that according to our system of 
clinical instruction that man is usually a medical student. 
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Do you see what an opportunity you have? The founda- 
tion of your whole relation with that patient is laid in 
those first few minutes of contact, just as happens in pri- 
vate practice. Here is a worried, lonely, suffering man, 
and if you begin by approaching him with sympathy, tact, 
and consideration, you get his confidence and he becomes 
your patient. Interns and visiting physicians may come 
and go, and the hierarchy gives them a precedence; but 
if you make the most of your opportunities he will regard 
you as his personal physician, and all the rest as mere 
consultants. 

Of course, you must not drop him after you have taken 
the history and made your physical examination. Once 
your relationship with him has been established, you must 
foster it by every means. Watch his condition closely and 
he will see that you are alert professionally. Make time 
to have little talks with him—and these talks need not 
always be about his symptoms. Remember that you want 
to know him as a man, and this means you must know 
about his family and friends, his work and his play. What 
kind of a person is he—cheerful, depressed, introspective, 
careless, conscientious, mentally keen or dull? Look out 
for all the little incidental things that you can do for his 
comfort. These, too, are a part of “the care of the pa- 
tient.” Some of them will fall technically in the field of 
“nursing” but you will always be profoundly grateful for 
any nursing technique that you have acquired. It is worth 
your while to get the nurse to teach you the right way to 
feed a patient, change the bed or give a bedpan. Do you 
know the practical tricks that make a dyspneic patient 
comfortable? Assume some responsibility for these appar- 
ently minor points and you will find that it is when you 
are doing some such friendly service, rather than when 
you are a formal questioner, that the patient suddenly 
starts to unburden himself, and a flood of light is thrown 
on the situation. 


Win the Patient's Confidence 


If the establishment of an intimate personal relation- 
ship is necessary in the diagnosis of functional disturb- 
ances, it becomes doubly necessary in their treatment. 
Unless there is complete confidence in the sympathetic 
understanding of the physician as well as in his profes- 
sional skill, very little can be accomplished. But granted 
that you have been able to get close enough to the patient 
to discover the cause of the trouble, you will find that a 
general hospital is not at all an impossible place for the 
treatment of functional disturbances. The hospital has, 
indeed, the advantage that the entire reputation of the 
institution, and all that it represents in the way of facili- 
ties for diagnosis and treatment, go to enhance the con- 
fidence which the patient has in the individual physician 
who represents it. This gives the young physician a hold 
on his patients that he could scarcely hope to have without 
the support of the hospital. Another advantage is that 
hospital patients are removed from their usual environ- 
ment, for the treatment of functional disturbances is often 
easier when patients are away from friends, relatives, 
home, work and, indeed, everything that is associated with 
their daily life. It is true that in a public ward one can- 
not obtain complete isolation in the sense that this is a 
part of the Weir Mitchell treatment, but the main object 
is accomplished if one has obtained the psychologic effect 
of isolation which comes with an entirely new and unac- 
customed atmosphere. The conditions, therefore, under 
which you, as students, come into contact with patients 
with functional disturbances are not wholly unfavorable, 
and with little effort they can be made to simulate closely 
the conditions in private practice. 
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FEDERAL 32 BOILER 


Costs Less to Buy—Costs Less to Install— 
Costs Less to Operate—Compare These Points 


3 





Burns Oil 
(18 Gravity) 


Saves Fuel 







Saves Equipment 


Burns Coal Saves Water 


Burns Garbage Saves Space 





All at One Time 


All Sizes for All 
if Desired . 


Ny Purposes 


Cheaper Than 
Coal 


Eliminates Tank 
and Heater 


The Federal is equipped to burn coal without 
oil burner if desired 


The Federal All Steel Water Tube Boiler contains all the principles of the 
latest and most efficient water tube boilers in practical use 
today. It generates steam most economically. 


HOW THE FEDERAL SYSTEM HEATS WATER IN SUMMER. Remember that 
with the independent water heater, constant shoveling of fuel is necessary to maintain a 
hot water supply. With the Federal installed in your institution all that is necessary is 
to close the main steam and return valves of the boiler. The fire produced by the burn- 
ing of garbage insures a constant supply of hot water daily—with only a slight addition 
of fuel. With the water in the boiler at 190° F., the Federal system will supply hot 
water at no less than 150° F. At no time under these conditions will the temperature 
of the hot water supply be less than 120° F. 


Write for specifications and details of construction. 


Sole Distributors—THE HANNA COMPANY 


506 S. Wabash Ave. CHICAGO 
ee eee eee 


For complete index of advertisements refer to the Classified Directory 
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WHAT ARE THE MINIMUM REQUIREMENTS FOR A 
CLINICAL LABORATORY? 


T THE hospital standardization conference of the 
A American College of Surgeons, held at Montreal, 
October 26, 1926, the board of regents of the col- 
lege authorized minimum standard requirements for the 
clinical laboratory in an approved hospital. These now 
become part of the general minimum standard require- 
ments of the hospital standardization program, and are 
as follows: 


1. The director of the clinical laboratory shall be a grad- 
uate of an acceptable college or university of recog- 
nized standing, and shall have had adequate training 
in clinical pathology or allied subject. In case the 
director is not a physician there shall be attached to 
the laboratory a graduate in medicine competent to 
render diagnoses on pathological conditions. 

2. Clinical laboratories shall be prepared to perform 
satisfactory work in 


a. Pathologic anatomy, gross and microscopic. 
b. Bacteriology and parasitology. 

c. Serology. 

d. Hematology. 

e. 


Chemical and morphologic examinations of other 

body fluids, exudates, transudates, and excreta. 

8. All tissues removed at operations showing pathologic 
conditions shall be examined in the laboratory and 
reports rendered thereon. 

4. A readily available copy of all reports shall be filed 
in the laboratory and one with the patient’s record. 
In pathological anatomy there shall be in the lab- 
oratory a cross index of, at least, the name of the 
patient, of the hospital or laboratory number of the 
patient, and of the lesion or organ. There shall be 
preserved also for at least three years either a section, 
imbedded tissue, or gross tissue from each case from 
which tissue showing pathologic change is removed. 

5. A uniform system of charges for laboratory work 
shall be enforced. 

6. The clinical pathologist shall attend the monthly staff 
conference of the hospital. 

The college believes that the supervision and direction 
of the work of the clinical laboratory can be done efficiently 
only by a well trained, competent, clinical pathologist, part 
or full time, depending on the nature and amount of work 
to be carried on. In smaller hospitals where it is not 
feasible to have full time clinical pathologists, the best 
present solution of the problem is the grouping of hos- 
pitals under one clinical pathologist, providing sufficient 
technical service in each institution to do the work effi- 
ciently. In the smaller hospitals a member of the med- 
ical or surgical staff of the hospital, who has had training 
in clinical pathology, may be assigned for supervision of 
the work of the clinical laboratory. 

It is required that facilities be available within the 
hospital for the ordinarily required examinations of urine, 
blood, sputum, smears, and spinal fluid cell counts. The 
more elaborate histopathologic, bacteriologic, biochemic, 
and serologic examinations may be performed outside of 
the hospital. If this work is arranged for with a so-called 
commercial laboratory, such laboratory shall be one ap- 
proved by the Council on Medical Education and Hos- 
pitals of the American Medical Association. 


In such a case duplicate reports shall be sent to the 
hospital, one to be filed in the laboratory and one with 


the patient’s record. In the case of tissues, a section 
showing the lesion diagnosed shall be filed in the hospital 
laboratory. 

The American College of Surgeons deems it expedient 
that all tissues removed at operations showing pathologic 
conditions, shall be examined in the laboratory and re- 
ports rendered thereon, in order that there may be co- 
operation between operator and pathologist. This makes 
possible more accurate final diagnoses and allows the 
surgeon to share with the pathologist a knowledge of the 
operations performed. 

Aside from the purely academic value of requirement 
No. 4, it serves the purpose of supplying data as to the 
amount of work done by the laboratory and of having his- 
tologic material available for re-study in the light of 
subsequent developments of the case. The arbitrary period 
of three years is selected as one that will not throw an 
undue burden on the laboratory and one within which most 
of the subsequent pathologic events will happen in the 
majority of cases. 

There is widely diversified opinion as to the best system 
of laboratory charges for a hospital to adopt. A review 
of the situation has indicated the following methods in 
use at present: 

a. Adoption of a schedule of charges for the various 
tests performed, varying according to the nature 
of the examinations. 

b. Inclusion of this service in the per diem rate charged 
to the patient. 

ce. Adoption of a flat rate to include all the laboratory 
work. 

d. Providing a flat rate for some of the routine work, 
and making a charge for all other examinations 
required. 

e. Providing a free service, as might be granted 
through the federal, state, county, or endowed lab- 
oratory. 

f. Turning of the work over to a clinical pathologist 
who secures part or all of the fees and provides 
the necessary free service. 

The American College of Surgeons has not recom- 
mended any particular system, but urges that whatever 
method is used, it should not limit or embarrass the 
amount of work called for and required in the best inter- 
ests of the patient. It is hoped, however, that the near 
future will see a more uniform policy of charges worked 
out for hospitals. 

It is required that the clinical pathologist shall attend 
the monthly staff conferences of the hospital. This is for 
the purpose of maintaining as close a contact as possible 
between the clinical pathologist and the medical staff, the 
advantages of which are obvious. 





HOUSECLEANING THE ICE BOX 


The steward of a Minnesota hospital has all his te 
frigerators gone over thoroughly every spring. The 
inside of each box is washed with boiling water, thor- 
oughly dried and then painted with white enamel. The 
outside is also cleaned and given two coats of varnish. 
In addition to the better appearance, he has found that 
this practice also has enabled him to‘save on the ice bills. 
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Dr. Edwin C. Ernst Selects 
Barium Sulphate Plaster 





THE MODERN HOSPITAL 


Equips new Beaumont Building in St. Louis 
with this material that stops X-rays 


HROUGHTOUT the radiological and ther- 

apy departments of the new Beaumont 
Building, Dr. Ernst—President-elect of the 
Radiological Society of North America—has 
used Barium Sulphate Plaster to stop X-rays 
and the gamma rays of radium. 

This remarkable plaster has well demonstrated 
its ability to stop these powerful rays. X-ray 
rooms in many hospitals and doctors’ offices are 
being lined with it. 

Barium Sulphate Plaster forms an impene- 
trable barrier to X-rays—a barrier unbroken by 
any joined surfaces or cracks. No rays can 
leak through into adjacent rooms. Plates may 





be safely stored within easy reach of the X-ray 
installation. 

Barium Sulphate Plaster combines appearance 
with absolute protection. It can be painted with- 
out difficulty. It is applied just as ordinary 
wali plaster is applied. And it is less expensive 
than old methods of protection. 

Write for the formula. The right mix is of 
first importance. Upon request we shall send 
the formula for mixing the barium sulphate, the 
barium sand and cement in just the right pro- 
portions. (Process patented.) We include an 
installation license free of charge when the 
barium products are purchased from us. 


THE DICK X-RAY COMPANY 


Home Office—3974-76 Olive Street, St. Louis, Mo. 


ARIUM SULPHATE PLASTER 


For X-ray-proofing Walls, Ceilings and Floors 
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This system is accurate 











The Modern Method of 
tiandling Chart Records 


The C. A. 


No other hospital item in recent years has been so favor- 
ably received and so quickly adopted as the “FOSCO” Visible 
Clinical System of handling Chart Records. 





this System all name plates are visible—seen at a 
glance—and all opportunity for mistakes and 
eliminated. 

The new “FOSCO” Aluminum Chart Holders used in these 
racks are easy to open and close, and are absolutely noiseless. 
A great improvement over the old type. 

This Desk is made in tubular construction and is 
acetylene and electro welded. 


The tops of these desks are covered with polished plate 
glass, battleship linoleum or Bakelite as desired. 


Write today for prices 


6 Visible Clinical Chart Desk shown at the right 
is 32” high, 37” wide, and 19'2” deep. It is equipped with 
Thirty Special Noiseless Aluminum Chart Holders. 


quick—noiseless—safe, and has 
brought added efficiency to every Hospital in which it has 
been placed. 


delays 
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Visible Clinical Record Chart Desk C.A.6 
This Desk has two commodious drawers and is mounted 
3” felt casters. 


32 in. high, 37 in. wide, 19'2 in. deep 


Book Form Chart Holders 


Rack size 29% in. wide over all; 10 in. deep 


F. O. SCHOEDINGER Manafacturer Columbus, Ohio 





To Held Thirty Special Noiseless Aluminum 
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WHAT DIFFERENT STATES HAVE DECIDED ABOUT 
THE LIABILITY OF CHARITABLE HOSPITALS* 


E liability of charitable hospitals for the negli- 

gence of employees has come to be a subject of 

widespread interest since cases involving charitable 
hospitals are constantly being brought up before courts 
of the various states. Where charitable corporations are 
established by gifts of individuals and are not in any 
sense state institutions, judicial answers regarding respon- 
sibility for negligence of their physicians and nurses are 
quite at hopeless variance. 

Some states hold them liable; others give them immu- 
nity. New York and New Jersey are among the latter 
class. The reason advanced for this in the case of New 
York is that the charitable bequests upon which such 
institutions operate would be thwarted and trust funds of 
such corporations would be diverted from the beneficent 
purposes for which they were intended, if such institu- 
tions were held liable in tort for the negligence of their 
employees. Thus it is the policy of the New York courts 
to say that the wrongdoer and not the fund must respond 
in damages for injuries sustained by patients. 


New York and New Jersey Laws Similar 


In the leading New York case of Schloendorff versus 
the New York Hospital (211 N. Y., 125) the New York 
Court of Appeals declared that the relation between a 
hospital and the physicians and nurses therein is not one 
of master and servant; that a hospital maintained as a 
charitable institution is not liable for the negligence of 
its physicians and nurses in the treatment of patients, 
and that it remains exempt from liability, although the 
patient makes some payment to help defray the cost of 
his hospital treatment. 

The same decision is followed by the court of New 
Jersey in the case of D’Amato versus Orange Memorial 
Hospital (127 Atl. Rep., 340). The Court of Errors and 
Appeals of New Jersey held that public policy requires 
that a charitable institution maintaining a hospital be 
held not liable for injuries resulting to patients through 
the negligence or carelessness of its physicians and nurses, 
even if the injured person happens to be a pay patient. 
This conflict is well exemplified by a recent decision of 
Roberts versus Ohio Valley General Hospital (127 South- 
eastern Rep., 319). In this case an action was brought 
by a patient for negligent treatment received in the de 
fendant hospital. The facts are no different from those 
in the New York and New Jersey cases above. 

The Supreme Court of Virginia exhaustively discussed 
the viewpoints of the different courts of the country on 
this subject and finally came to the conclusion that for 
the protection of patients the best rule to adopt in that 
state was that the hospital is liable for such negligence 
where it fails to use reasonable care in the selection of 
its physicians, nurses, and attendants. 

The court stated that in order that the high purpose 
of the donors of a charitable hospital may be best served 
and to prevent as far as possible human suffering from 
acts of negligence or incompetence, it would seem impera- 
tive to require of those in charge of the hospital rea- 
sonable care in the selection and retention of employees. 

In commenting upon a similar case in West Virginia, 
the court stated: “The exact question involved in this 


*Abstract of an article from the New York Law Journal. 


case has never been determined. But generally speaking, 
there are three lines of decisions in this country. (1) 
A few courts have held a charitable institution equally 
liable to a pay patient for the negligence of an employee 
as an institution conducted solely for profit. (Tucker 
versus Mobile Infirmary Association, 191 Ala. 572, 68 So., 
4, L. R. A., 1915 D, 1167.) 

“(2) Another line of decisions, quite respectable in 
authority and number, have exempted charitable institu- 
tions from any liability whatsoever for the negligence of 
its employees. In some cases it is held that as contribu- 
tions are made for the specific purpose of beneficience, 
the fund so established must be held inviolate for the 
purpose of the trust and cannot be diverted to the payment 
of judgment for torts. Some opinions regard the ac- 
ceptance by the patient of the benefit of the charity as 
an implied waiver of any claim for neglect. Other 
courts have exempted charitable institutions on the theory 
that the rule of respondent superior is a hard rule at 
best, and should not be applied except in cases where 
the service bestowed by the employee yields a profit to 
the employer. 

“(3) By far the most generally accepted theory is 
that a charitable hospital should not be held liable for 
the negligence of employees when reasonable care has 
been used in their selection and retention. These decisions 
are generally based on public policy. The law in this 
respect is fairly stated in 11 C. J., 377, par. 108: 

“*Except in some jurisdictions it is a rule that those 
who furnish hospital accommodations and medical atten- 
dance, not for the purpose of making profit thereby, but 
out of charity, or in the course of the administration of a 
charitable enterprise, are not liable for the negligent or 
other tortious acts of physicians, nurses, attendants, or 
other persons in their employment or service, but only 
for their want of ordinary care in selecting them. Also, 
except in some jurisdictions, the same rule applies where 
the plaintiff has paid for the services rendered, where the 
amount received was not for private gain but to accom- 
plish more effectually the purposes for which the charity 
was founded.’ 

“Public policy demands that charitable institutions be 
fostered and preserved. To this end the law should deal 
with them more leniently than with institutions conducted 
solely for private gain. No matter how strict a rule might 
be enforced against institutions of this nature, mistakes 
in treatment would occasionally happen. Employees and 
servants selected with ordinary care, however, will execute 
the charity with but few mistakes. 

“In some cases the will of the donors is thwarted in- 
stead of being carried out, when the object of their benef- 
icence suffers from neglect. When administered by in- 
competent servants, charity, instead of being a great 
boon to humanity, may become a menace. One who 
enters a hospital expects, and has a right to expect, 
more skillful treatment than is obtainable in the home. 
If such institutions be not held to reasonable care in the 
selection of their employees, confidence in their efficacy 
will be shaken. Many who need will fear to accept hos- 
pital treatment and those who do apply therefor will lack 
the faith therein that is so frequently half the battle in 
the contest with disease. 
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Save Money in Your Laundry 











VERY hospital can save money 

by installing Thor Hospital 
Laundry Equipment. The table below 
shows you that one, two or more 
Thor Hospital Washers can easily 
handle all the washing for a small or 
average size hospital, depending on 


the amount of your laundry. 

Large hospitals, too 
But even the largest hospital as 
well — those with complete, 
elaborate built-in laundries — are 
profitably using Thor Hospital 
Washers for their finer, more ex- 
pensive linens, counterpanes and 
curtains. Also as auxiliary equip- 
ment in operating rooms, in 
nurses’ homes, for dining room 
linens, etc., of the hospital staff. 
And for quick, emergency calls 
at any time for freshly laundered 
supplies. 


Cost of equipment 
You’ll be pleased to find how 
much Thor equipment saves 
you over the cost of a built-in 
laundry. But bear in mind that 
these are not home-type ma- 
chines. They are especially 
made, heavy duty, continuous 


service machines, made to give guar- 
anteed satisfactory service under most 
strenuous conditions. Send for prices. 


























Capacity per 8-hour day, 
Tiior Heavy Duty Washer 
2,952 Napkins or 
2,160 Hand Towels or 
1,368 Pillow Cases or 
696 Bath Towels or 
384 Single Sheets 


or any combination of foregoing or other 
articles to equal 432Ibs.,dry weight, perday. 











Save 5 Ways 


1 Cost of Equipment 

2 Installation Expense 

3 Operating Expense 

4 Wages 

5 Make linens last 65% longer 


Installation expense 


There is none! No shafting, pulleys, etc., are required. 
They are portable and take little space anywhere. Just at- 
tach to any electric convenience outlet and put to work. 


Operating expense 


At a hospital electric rate of 5c per kilowatt hour, the cost 
of operating a Thor Hospital Washer for a full eight-hour 


the moderate cost. 


Thor Hospital Ironer 
Furnished in two sizes, for gas, gasoline or elec- 
tric heat. Built for continuous heavy-duty hos- 
pital service. Requires no skill in operation. The 
user merely sits before the ironer and guides the 
pieces through. No pedals or levers to operate 
Everything is simple and entirely automatic. 





HOSPITAL 
LAUNDRY EQUIPMENT 


day will be only ten cents. Your savings will soon pay back 


Save in wages 
Any unskilled help can successfully operate Thor Hospital 


Washers and Ironers. They re- 
quire no experience to use. Every- 
thing is simple and foolproof. 


Save money by saving linens 


Hospitals doing their laundry this 
way have found that their linens 
are lasting 65% longer. Of course 
they would! Thor’s washing 
method is the highest develop- 
ment of the famous, gentle cylin- 
der principle. It is fast, thorough 
and saves clothes. In fact, Thor’s 
refinement of the cylinder wash- 
ing method is now used by dry 
cleaners everywhere. It will save 
your linen replacement costs. 
Furthermore, you can cut down 
your linen supply one-third, be- 
cause of the quick service avail- 
able at any time. 


Mail the coupon 


Without the slightest obligation on your 
part we will be glad to send detailed 
information, low costs, etc. 


HURLEY MACHINE COMPANY 


Manufacturers of special laundry machines 
for laundries, hotels, hospitals, institutions, etc. 


22nd St. and 54th Ave., Chicago, IIL. 


Branches and Service Stations in Principal Cities 


HURLEY MACHINE COMPANY 
Dept. 765, 22nd St. and 54th Ave., Chicago, II! 


Please send full information, prices, etc 
on Thor Heavy Duty Hospital Laundry 
Equipment. 


Name 


Hospita' 


For complete index of advertisements refer to the Classified Directory 
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Conducted by M. HELENA MC MILLAN, R. N., 


Director, School of Nursing, Presbyterian Hospital, Chicago 
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WHY YOUNG WOMEN BECOME NURSES 


By George B. Landers, M.D., Superintendent, and Lillian A. Douglas, R.N., Directress of the School 
of Nursing, Highland Hospital, 
Rochester, N. Y. 


Hospital, Rochester, N. Y., each member of the class 
is asked to answer in writing the two following 
questions: 

1. Why did you decide to take up nursing as a pro- 
fession? 

2. Why did you decide to come to Highland Hospital 
for your training? 

A twofold reason is behind this procedure. First, it 
is desired to ascertain the reasons that influenced the 
candidate to take up nursing as a life work and to learn 
whether the step was the result of sound reasoning and 
deliberate thought or of some impulsive decision or 
fanciful idea. Second, the hospital, early in the student’s 
career, desires to gain some idea as to the desirability of 
the candidate. It is thought best that these questions 
should be answered soon after the student’s admission to 
the class so that fundamental facts may be learned while 
the student is still uninfluenced by association with new 
companions and new conditions. 


S ‘espita after a preliminary class enters Highland 


Finding the Selling Value of the Course 


The reason for asking why this particular hospital was 
chosen is also twofold: First, to find out if possible why 
the Highland Hospital was decided upon, what influences 
are being employed in its favor and the selling value of 
the three-year course of training in force here, as against 
the shorter courses offered elsewhere, about which so 
much has been said and written. Second, the question is 
asked so that at least twice each year we may take stock, 
analyze the standing and reputation of our school of 
nursing, and, by learning the opinions of others, know 
whether it is advancing, standing still or deteriorating. 
In other words, the whole plan is designed to ascertain 
if the student’s choice has been made because of the 
standing of the hospital in the community, and whether 
her mental attitude toward the profession of nursing 
signifies that the choice of the profession has been a 
wise one. 

If the answers to the questions do not show the right 
attitude of mind and if the decision is apparently not 
based upon logical reasoning it is better to learn the facts 
early in the student’s career and not encourage her toward 
something for which she is obviously unfitted or unquali- 
fied. It is our conviction that care in the selection of 
students at and during this preliminary period will obviate 





much of the difficulty so often experienced during the 
later stages of training. It is better frankly to advise the 
adoption of another vocation when it is apparent that the 
fundamentals of stability and perseverance are lacking, 
and to do this during the early stages of training, rather 
than to encourage continuance in the school in the hope 
that later on a better mental attitude may develop. It is 
an established fact that an ill equipped student or one 
who has not the proper mental attitude toward nursing 
is a liability and not an asset, and that it is from this 
group that trouble may be anticipated. 


Care in Selection of Students Essential 


We are of the opinion that by exercising care in the 
selection of students, by insisting upon certain basic 
initial requirements and by providing competent experience 
and training while in the hospital, the end product will 
reflect credit upon the hospital and be of benefit to the 
community. 

Since this program has been in force it has, of course, 
been interesting to note its effect upon the number of ap- 
plications from prospective students coming to the school, 
and to analyze the character of the applications from an 
educational standpoint. While the requirements of New 
York State specify that one year of high school or its 
equivalent is all that is actually needed, still it cannot 
be denied that greater preliminary education offers much 
to be desired and it is to this phase of the problem that 
attention is invited, as illustrated by the following table 
covering the past four years. It will be noted that the 
number of high school graduates has increased year by 
year and that those of the inferior grades of elementary 
education have in like manner decreased. It will be noted, 
too, that the increase in the number of applications has 
taken a gradual and healthy course, and does not indicate 
anything of a spasmodic nature as the result of special 
effort on the part of the hospital. 

1923 1924 1925 1926 


Letters of inquiry received ........ 237 275 297 365 
Number of nurses in training ...... 80 81 91 97 
Analysis of nurses in training: 
High school graduates ......... 33 54 71 #77 
High school 3 years .......... 3 3 6 10 
High school 2 years .......... 13 8 10 4 
High school 1 year ........... 25 14 1 3 
Equivalent to one year ........ 6 2 3 3 
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EPRESENTATIVE hospitals are 
R using Seafresh, for it is new 
and convenient and reliable. You 
have always wanted a nice tasty 
fish dish for your patients—but it 
has always been about the hard- 
est thing to get. With Seafresh 
you can have it every day—and 


always be sure of perfect quality. 


Fresh Atlantic Ocean fish, 


cleaned, boned and packed into 





__SEAFRESH 


Try 


and 


| Seafresh fish—a hospital food 


standard one and five-pound car- 
tons. Our new patented “frosting”’ 
method holds the nutriment and 
flavor intact and brings the fish to 


you all ready to cook. 


Send now for complete in- 
formation about Seafresh Frosted 
Fillets and Frosted Sealoat. See 
for yourself how this new fish 
will save you time and money 


and will delight your patients. 





GENERAL SEAFOODS 
COP PORATION 
GLOUCESTER, MASSACHUSETTS 








GENERAL SEAFOODS CorPoORATION 
Gloucester, Mass. 


Gentlemen: 


NN Te ae eI a: eT 


Address euacceccanencnessecacosese sasese 


SEAFRESH 
FROSTED FILLETS 
FROSTED SEALOAF 


Please send me all information about Seafresh. 


MH4 
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To illustrate the meaning of the program and its actual 
workings, excerpts from papers written by the preliminary 
class have been made and are presented to show the 
feasibility of the plan. They have not been selected for 
any especial reason other than that they were full and 
intelligent replies: 


“I decided upon this hospital because I had heard it 
was one of the best in this part of the country and because 
it was conveniently near to my home. A physician in 
the ——————— Hospital in Pennsylvania told a Rochester 
girl that she had made a mistake in passing up this 
hospital when she finally decided upon the Pennsylvania 
institution.” 


“I was called upon at one time to help in caring for 
a patient who had rheumatism. She was confined to bed 
and needed someone to care for her. I did not know much 
about what to do for her but by asking the doctor several 
questions and by noting the effect of things I did for 
her I felt I was helping and so became interested in nurs- 
ing. I am interested in knowing how to relieve suffering 
and why we get certain diseases. I felt that by learning 
to be a nurse I should be able to do my part for the world 
in general.” 


“I came to Highland Hospital because it is the hospital 
where most of my relatives and friends have been as 
patients. By coming to see them I grew to like the 
hospital.” 


“I chose this hospital because my aunt graduated from 
here several years ago and also because my doctor recom- 
mended it. He told me that this institution had probably 
the best school of any hospital in this part of the state and 
that I could not choose a better school in which to take 
my training.” 


“I chose Highland Hospital because our family doctor 
is, I believe, connected with the hospital. At the time of 
my sister’s death we had a nurse from this hospital and 
we all liked her immensely. My mother was recently a 
patient in the Highland Hospital and many of my friends 
and relatives have been here, and we were satisfied and 
pleased with the care and attention shown them.” 


“I came to this hospital because I had heard from reli- 
able sources about its standing in Rochester. I chose it 
instead of a smaller one nearer my home because I thought 
I should receive better training here.” 


“At various times I have come in contact with people 
who were quite ill and when I saw how much a nurse could 
relieve and comfort the sick the thought came to me that 
it would be wonderful to be able to be of service to people 
who were ill and in need of proper care. Nursing has al- 
ways appealed to me as a most interesting profession.” 


“T had several friends who were graduates of Highland 
Hospital and they recommended my entering this hospital 
for training. Before mailing my application I made sev- 
eral inquiries regarding other training schools and reached 
the conclusion that Highland offered the most modern and 
the most thorough training of any school that I had made 
inquiries about.” 


“I think my main reason for choosing this hospital was 
the influence of my Sunday school teacher. When she 
heard I wished to become a nurse she talked to my mother 
and myself about Highland. I thought of applying to the 

Hospital but after considering both I decided 
that the three-year course offered here would be better 


» 
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than the shorter course offered at the other hospital.” 


“In the first place my physician advised me to come to 
this hospital. He told me that he thought it had the best 
standing and the best location of any hospital in the city, 
and as far as I could find out in other ways this hospital 
seemed to be the best and to appeal to me most.” 


“When I first thought of studying nursing I tried to 
decide the hospital I should like best and wrote for in- 
formation and pamphlets from different hospitals. The 
advantages of the courses that Highland offered appealed 
to me most. I went to our family physician and obtained 
his opinion and advice which was in favor of this hos- 
pital.” 


“I chose Highland Hospital because my sister was in 
training in this hospital. She had visited a friend in 
training at another hospital and found the methods at 
Highland were preferable.” 


“My mother is a graduate nurse and has been a super- 
intendent of nurses so naturally my thoughts turned to- 
ward this channel first. Mother and I read and discussed 
the announcements of more than twenty schools, consider- 
ing carefully their advantages and disadvantages in the 
matter of length of training, nearness to home, reputation 
of graduate nurses and other things. Then came the 
difficult choice of a hospital. I talked with a friend who 
is in training here and she was most enthusiastic over 
the school. Then Miss suggested that I first 
take the course here and then go to college and prepare 
to teach the theoretical side of nursing. I can never fully 
express my appreciation for the suggestion. I had given 
up the idea of college but now see that not merely a 
nursing course, not merely a college course, but the two 
combined make a life of service more possible.” 








“T think that the recommendations about this hospital, 
received from people whom I knew and whose opinions I 
valued influenced me greatly in my selection.” 


“After spending about six months in bed with a grad- 
uate of this hospital for a special nurse I decided it must 
be a wonderful place where one is taught kindness, 
thoughtfulness and above all else, conscientiousness.” 


What the Answers Reveal 


From these answers it will be seen that there are many 
outside influences at work for or against a hospital. The 
influence of the school nurse, the physicians on the staff, 
and the very definite impression the graduate nurses make 
when called into the homes, the influence of reading about 
the hospital and the many other things mentioned all are 
major factors for consideration. 

It must not be understood, however, that all the answers 
are of the same order. Some have stated that all their 
relatives and friends, including school teachers, have tried 
to discourage them from taking up nursing and have 
spread a certain amount of propaganda against the pro- 
fession generally. Some have replied that they have 
taken up the work solely because it would make them 
better wives and mothers. A few have stated that they 
were attracted to the profession because of the excellent 
pay a nurse receives. It is significant to note, however, 
that these latter replies came from those residing in the 
smaller towns and from those of inferior educational re- 
quirements. 

From this analysis two outstanding features are ap- 
parent: First, the necessity of insisting that the graduates 
of this school be well trained if the good impression of 
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For Tired Eyes 


OL-LUX Luminaires produce a 
\J mellow, glareless light, light that 
is kind to the eyes of recuperating 
patients. This unit is so constructed 
to produce light that reaches every 
corner—eliminating every shadow— 
and yet light that is comfortable. 


Easy to Clean 


Sol-Lux equipped hospitals find little 
difficulty in keeping lighting fixtures 
clean. The Sol-Lux globe is tight fit- 
ting—greatly reducing the dirt that 
collects inside the globe of the ordinary 
lighting unit. 


Sol-Lux Luminaires require little attention. Clean- 
ing the globe means simply going over the outside 
occasionally with a damp cloth. The tilt-out cap 
saves time in changing lamps—saves money, also, 
because the simpleness of the operation reduces 
the breakage of lamps and globes to a minimum. 


Westinghouse Electric & Manufacturing Company 
Merchandising Department 
South Bend Works South Bend, Indiana 


Westinghouse 
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the hospital apparently already established is to be main- 
tained and, second, that the care given patients while in 
the hospital is reflected throughout the entire community, 
and that good care and humane consideration of patients 
has been responsible for attracting many students to this 
institution. 

Endeavoring to give the best treatment to those in the 
hospital, striving to make the three-year course of train- 
ing attractive and yet thorough, and gaining the respect 
of the medical profession for our graduates, have all 
helped toward eliminating that specter of so many hos- 
pitals—a shortage of student nurses. Experience has 
shown that the student with the full high school training 
will probably sense the responsibilities of her calling better 
than the one with lesser educational advantages. Yet 
adhering to the state requirement of one year high school 
or its equivalent does allow us to select the exceptional 
candidate falling short of the full high school education 
but otherwise qualified temperamentally and physically 
for admission to the school. Maintaining a certain fixed 
percentage of the fully trained students, and leaving a 
leeway for those not so well trained, seems to balance the 
entire school and stimulate the group to come up to the 
standards of nurse training established in this school. 





HOW THE NURSE MAY SELL SERVICE 


Discussing the important role that the nurse plays as 
one of the most important of the hospital’s publicity 
forces, a superintendent recently remarked that one nurse 
could do more to destroy the morale of the hospital and 
its public relationships than half a dozen laymen coming 
into the institution. 

He pointed out that most of the friction in a small hos- 
pital could be avoided if the nurse had a psychological 
conception of the people’s reactions under abnormal con- 
ditions, since nothing impresses people more than the 
nurse’s understanding of their relations at such times. 
If the nurse realized that the members of the patient’s 
family are not their normal selves under the stress and 
worry of illness and if she were able to bear with them 
she could make of that family life-long friends of the 
institution. 

In order that the nurse may fulfill her mission as the 
most intimate contact between the hospital and the public, 
he believes that she should be taught psychology, both 
normal and abnormal, so that she may be able to realize 
that patients’ reactions are not normal and that their un- 
reasonable demands are but a part of their illness. Sim- 
ilarly, the nurse should be taught that the reactions of the 
patients’ families are often the result of worry and, ac- 
cordingly, she should exercise the greatest care and sym- 
pathy in dealing with them. He concluded by saying that 
a nurse who has a heart and a soul and who will be cour- 
teous to patients and visitors is the greatest salesman for 
any hospital. 





AMERICAN NURSES INTRODUCE SANITA- 
TION IN A BURMESE HOSPITAL 


An interesting experiment in medical missionary work 
is being carried on in the Roman Catholic Missions of 
Bengal and Burma in the Government Hospital of Aykab, 
in the province of Arakan, Burma. There, a group of 
American women, all graduate nurses, are engaged in 
presenting modern hospital methods and prophylaxis to 
the natives. Aykab is a tropical seaport of the Bay of 
Bengal with a native population of 40,000. 


THE MODERN HOSPITAL 
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According to the account of thcir experiences in this 
hos»ital, published in a recent issue of the Trained Nurse 
and Hospital Review, the American nurses found the 
primitive conditions prevailing at this hospital rather 
startling in contrast to the highly standardized institutions 
in the United States. 


What the Missionaries Report 


The young missionaries reported that the institution 
seemed dirty and disorderly to a westerner. The wards 
were strident with the shouts of native doctors whose 
methods of summoning their subordinates and issuing in- 
structions were to yell lustily from one end of the long 
room to the other. 

Hampers overflowing with soiled linen, stale cigar and 
cigarette stubs and remains of food stood about in the 
The red tiled floors were patterned by the muddy 
traces of thousands of bare feet. Window sills were in- 
discriminately utilized for open medicine cabinets and 
catch-alls. Bottles of deadly drugs were hobnobbing with 
surgical dressings and edibles brought in by the relatives 
of the patients. The walls had originally been white but 
were stained to the height of a man’s head with an in- 
describable muck which was constantly increased by the 
universal custom of the patients of both sexes of spitting 
on the walls. 

Indian types of beds were in order, low, springless, mat- 
tressless, and painted a dark green. They were covered 
with red blankets. The American nurses shuddered. As 
much to keep up their spirits as in the cause of sanitation 
they inaugurated a carnival of housecleaning. 


open. 


USE MODERN HOSPITAL FOR TEXTBOOK 


“We are trying to bring our school up to the mark 
along educational lines, and have adopted THE MODERN 
HOSPITAL as one of our textbooks,” stated Alice M. Powell, 
principal, school of nursing, Sleeper Davis Memorial Hos- 
pital, Peking, China, in a recent communication inclosing 
the accompanying picture of a group of the freshman class. 





The Sleeper Davis School was organized twenty years 
ago and has steadily progressed until it is one of the 
leading schools in China, according to Cora E. Simpson, 
general secretary, Nurses Association of China, in her 
recent book, “A Joy Ride Through China for the N. A. C.” 
At present the school has an enrollment of fifty students 
and about twice that number have graduated and are now 
doing missionary work in other parts of China. 

A recent gift from the China Medical Board is helping 
in the development of the school under Miss Powell, who 
was one of the first presidents of the Nurses Association 
of China and has made a great contribution to the cause 
along all lines, according to Miss Simpson. 
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A dainty peach dessert 


to 
please critical 
patients 


Tempting goodness added 
so easily to your trays 


O top off a tray, especially for 

patients who are a bit “cranky” 
about their food, dietitians in one of 
Chicago’s famous hospitals often turn 
to Peach Delight. This light cake with 
its dome of golden peach adds a fes- 
tive touch that pleases the most fin- 
icky appetite. 

In the fruit trimming lies the appeal 
of this simple, inexpensive dessert. To 
make certain of full-ripe flavor and 
beauty, many dietitians are careful to 
use Libby’s California Peaches. All 
the flavor of fresh fruit is in Libby’s 
Peaches, packed on the day of perfect 
ripeness in the midst of California 
orchards where they grow. 


You will find the same goodness in all 
of Libby’s 100 Foods. In the world’s 
finest producing regions, Libby has 
established more than 50 kitchens to 
pack the choice part of each crop just 
when it reaches natural perfection. 

For your trays, Libby’s 100 Foods 
will give you appetizing flavor and 
variety. A partial list is shown below. 
Ask your jobber about them. 


Libby, M‘Neill & Libby 
Dept. N-3, Welfare Bldg. 


Chicago 
pL 
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Peach Delight adds a colorful touch to a tray. It is easily made as follows 


1 cup soft butter 
14 cup sugar powder 

4 eggs beaten separatel) 4 cups milk 
8 cups pastry flour 
| teaspoon salt 


514 tablespoons baking 


| tablespoon vanilla 
Libby’s Peaches (halves 


Cream butter and sugar. Add egg yolks. Sift dry ingredients together, beat 
into mixture alternately with milk. Fold in egg whites and vanilla. Pour 
into well greased muffin tins, allowing one spoonful for each cake. Drain 
Libby’s Peaches, dust bottom with flour and place a half on top of each 
portion of batter. Bake in hot oven (400 F.) 30 minutes. (Serves 40 


Something new for special diets 


So hard to obtain—variety in special diets! For the high 
calory diet, nephritic diet, hyper-tension diet and the post 
operative soft tray, try Peachesen Créme. Soak 2 tablespoons 
gelatin in 4 cup cold water, then dissolve in % cup boiling 
water. Add 2 tablespoons lemon juice, 2 tablespoons sugar, 
2 cups Libby’s Sliced Peaches pureed, and 2 cups soft custard. 
Cool. Fold into one cup whipped cream. (Serves 10) 


These Libby Foods are packed 
in special sizes for institutions: 


? 
Hawaiian Pineapple 
California Asparagus 
California Fruits 
Spinach 
Kraut 
Jams 


100 Jellies 


Santa Clara Prunes in Syrup 
C Foods 


Blackberries 
Loganberries 
Red Raspberries 
Tomato Purée 


Pork and Beans 
Olives 

Pickles 

Mustard 

Bouili on Cubes 
Beef Extract 
Chili Sauce 
Catchup 
Salmon 
Evaporated Milk 
Mince Meat 
Boneless Chicken 
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INSTITUTIONAL 


FoopD SERVICE 


Conducted by LULU G. GRAVES, 7 East 54th Street, New York 
and MARY A. FOLEY, Director of Dietetics, Kahler Hospital, Rochester, Minn. 


THE TREATMENT OF EPILEPSY WITH THE 
KETOGENIC DIET* 


By Eliot H. Luther, M.D., 


Boston 


T HAS been known for some time that during starva- 
tion and acute febrile illness epileptics had fewer 
attacks than at other times, so much so that periods 

of starvation have been employed as treatment. 

During starvation an acetone body acidosis develops 
and the blood sugar is lowered." The ketogenic diet as 
developed by Wilder’®, and Peterman’, and used in this 
clinic, is a method of producing these sdme chemical 
changes and maintaining them over a long period of time 
without harm to the patient.‘ This is done by keeping 
the carbohydrate and protein of the diet so low that not 
sufficient glucose is available for complete oxidation of the 
fat. In this way a high grade of acetone body acidosis 
can be obtained. It has also been found that the blood 
sugar is lowered. 

In the calculation of such a diet the following factors 
must be considered: 

1. The relation of the fat to the carbohydrate and pro- 
tein in the diet. 

2. The total caloric content. 

3. The protein content. 

The relation of the number of grams of fat to the num- 
ber of grams of carbohydrate and protein present may 
conveniently be expressed as a ratio: Fat: carbohy- 
drate + protein. That is if a diet contains 100 grams of 
fat, 50 grams of protein and 50 grams of carbohydrate, 
then F: c + p:: 1 : 1 where F= gms. of fat, c = gms. 
of carbohydrate and P= gms. of protein. Likewise if a 
diet contains 200 gms. of fat, 25 gms. of carbohydrate and 
75 gms. of protein, then F: c + p:: 2:1. The first is 
spoken of as a one to one ratio diet and the second as a 
two to one ratio diet. The latter is more ketogenic than 
the former. 

The total caloric content of the diet depends on the 
age, weight and activity of the individual patient. In 
general, the food requirement of a child is met by giving 
50 per cent more than his basal caloric needs, the latter 
being estimated according to his expected weight for his 
height. Thirty-five calories per kilogram of body weight 
will satisfy most adults. 

The protein content of the diet is likewise in the case 
of children based on the theoretical weight for height. It 
is not safe to go below one gram of protein per kilogram 





*From Children’s Medical Department of Massachusetts General Hos- 
pital, Boston. 





of expected body weight in children, or below two-thirds of 
a gram in adults. These low figures can be reached only 
in the presence of sufficient calories. 

To figure a 1:1 ratio diet, let F= number of gms. of 
fat, C= number of gms. of carbohydrate and P= number 
of gms. of protein. 

1. Let X= C+ P 

2. Then F:X:: 1:1 

3. :. F=X 

If the child weighs 26 kilograms the basal requirement 
is about 1,000 calories. Adding 50 per cent gives 1,500 
calories. 

Each gram of fat yields 9 calories. 

Each gram of protein and carbohydrate yields 4 calories. 

4. Therefore, 9 F + 4x = 1500 

5. Substituting from equation No. 3,9 x + 4x 

6. 13x = 1500 

7. A= 1163 gms. 

8. Substituting this value for X in equation No. 3, F= 
115.3 gms. 

If the child weighs 26 kilograms, then P = 26 if a 
gram of protein per kilogram is to be allowed. 

9. Substituting these values in equation No. 1 

C = 115.3 — 26 = 89.3 gms. 
The completed diet is: 
F = 115.3 gms., P = 26 gms., C = 89.3 gms. 

When used in accordance with the above instructions 
it can be shown that the ratios very closely approximate 
the ketogenic-antiketogenic ratio obtained by Woodyatt’s 
method.* 


1500 


Change Diet Gradually 


The change from an ordinary diet to one of this char- 
acter is best made gradually. The patient is, therefore, 
started on a 1:1 ratio diet, and changed to a 1%:1 ratio 
diet and so on up to a 4:1 ratio diet and in rare cases up 
to a 5:1 diet. 

The changes are made once a week and the urine is 
tested at each visit for acetone and diacetic acid. The 
patients are also instructed in the details of the test and 
asked to test their urine at home. The degree of acetone 
body acidosis which can be obtained with no untoward 
symptoms is surprising. 

The difficulties encountered are: first, breaking of the 
diet due either to failure to realize of what great impor- 
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Reading Hospital, West 

Reading, Penna., equipped 

for emergency lighting with 
Exide Batteries 


Insure your hospital agaznst 
LIGHT FAILURES 


There is an Exide-equipped emergency 
lighting system to fit both your lighting 
needs and your available budget 


—— current interruptions are in- 
evitable. Although infrequent, they 
cannot be entirely avoided, and while dark- 
ness reigns, the hospital organization is 
paralyzed. 

Any such interruption is serious—un/ess 
the hospital is equipped with a depend- 
able emergency lighting system. 

Such a system consists of an Exide 
Emergency Lighting Battery, together with 
charging apparatus by which the battery is 
at all times maintained in a fully charged 
condition, ready to function instantly upon 
failure of the main cuncnt supply. 

In event of such failure the battery in- 
stantly and automatically supplies current 
to all lighting circuits connect- 
ed to it. These may be some 


The insurance against light 
failure provided by an emer- 


gency lighting system is not expensive. 
Partial or complete protection can be ob- 
tained within your available budget. 

Such a system needs little operating care 
and attention. Once installed, it will al- 
ways be ready for emergencies. 


Free survey and estimate 


As a hospital superintendent, you know the 
value of emergency lighting, but you natu- 
rally want full information before commit- 
ting yourself on any system. 

To help you judge your requirements, we 
will gladly send an engineer to make a sur- 
vey and an estimate of cost. Just mail the 
coupon. 








Emergency lighting battery room. 
Battery consists of two sets of 57 
cell type E-g Exide 


Charging 
panel and 
motor 
generator 
Set 





BATTERIES Name 


Hospital 


THE ELECTRIC STORAGE BATTERY COMPANY, Philadelphia chy 


Exide Batteries of Canada, Limited, Toronto 


State 





The Electric Storage Battery Company, 
Allegheny Ave. & 19th St., Philadelphia, Penna. 


Gentlemen: I am interested in emergency lighting for 


or all of the regular circuits, ? 

or special circuits installed for n 

emergency purposes only. engineer. I understand that his visit will not obligate 
me in any way . 


my hospital and would like to consult with an xide 
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from the diet are, or lack of 
diet; third, 
to gain in 


tance small deviations 
cooperation; second, failure to take all the 
constipation; fourth, hunger; fifth, failure 
weight. 

Acetone and diacetic acid should appear in the urine on 
a 2:1 ratio diet and should increase in amounts as the 
ratio increases. Negative tests in a patient previously 
showing positive ones can nearly always be traced to a 
break in the diet and good results have not been obtained 
in those patients who repeatedly break their diet. 

Failure to take all the diet is occasionally met with 
where fats are distasteful to the patient. Cream, butter, 
bacon, olive oil, either plain or as Mayonnaise, and cod 
liver oil have to supply a large portion of the calories in 
the higher ratio diets and various combinations have to be 
tried to get the patient to take all the food. 

Constipation is met by the use of as many of the five 
per cent vegetables as possible and then using washed bran 
wafers or agar-agar jelly. Occasionally catharsis is 
resorted to. 

Hunger is frequently encountered even where sufficient 
calories are fed to cause the patient to gain satisfactorily. 
Under these circumstances it is due to the small bulk of the 
diet, and bran wafers, agar jelly and gelatin are used as 
fillers. 

Failure to gain may be due either to insufficient calories 
or insufficient protein in the diet. Total nitrogen deter- 
minations on twenty-four-hour collections of urine usually 
give the answer, although it must be kept in mind that 
in the absence of a sufficiently high caloric intake the 
patient will metabolize his own tissues and be in negative 





3:1 Diet* 
Carb. 20 
Prot. 40 
Fat. 180 
Breakfast 
Orange 40 grams 
Egg 50 grams 
Bacon 30 grams 
Butter 20 grams 
40 per cent cream 60 grams 
Bran cakes 
Cocoa shells 
Dinner 
Chop 30 grams 
String beans 120 grams 
Lettuce 30 grams 
Mayonnaise 10 grams 
40 per cent cream 60 grams 
Gelatin 1 gram 
Butter 380 grams 
Bran cakes 
Supper 
Chicken 15 grams 
Egg 50 grams 
Asparagus 120 grams 
40 per cent cream 60 grams 
Butter 35 grams 
Agar jelly 
Bran cakes 
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nitrogen balance even on relatively large amounts of 
protein. 

In cases that respond to the diet the attacks decrease 
in number and may disappear entirely in six weeks to 
two months. This group constitutes about one-third of 


*Type of 3:1 ratio diet used in clinic, prepared by Elizabeth Thomp- 
son, special diet assistant, MaSsachuetts General Hospital, Boston. 
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the patients treated at this clinic. The remaining two- 
thirds usually show a dimunition in severity of number 
of attacks. After a period of six months of freedom from 
attacks the patients are being gradually returned to a 
normal diet although it is too early as yet to reach definite 
conclusions as to the permanency of the relief. 
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ARE HOSPITALS EQUIPPED TO TRAIN 
DIETITIANS ?* 


If the requirement of six months’ training in a hospital 
following the four years of undergraduate work is to be 
enforced for dietitians, some attention must be directed 
toward accrediting or otherwise evaluating the practice 
courses offered by the hospitals. 

These now vary widely, both in scope of practice offered 
and in competence of instruction. The future of the pro- 
fession will largely be determined by the character of these 
six months’ training, for in this period ideals and attitudes 
toward her work will be developed by the student dietitian. 
If she is allowed to carry on the duties only of a cook, 
dishwasher, nurse, or calculating machine during this 
time, she will go into her own first job at least half rec- 
onciled to such an assignment. 

Moreover, the hospital should offer definite teaching 
values to the student other than the opportunity for prac- 
tice. Lectures shared perhaps with medical students, lab- 
oratory instruction in the use of clinical material, ward 
and clinic observation, are all parts of the dietitian’s 
training which can be procured successfully only in the 
hospital, practically never in the university department 
of nutrition. If these opportunities are not open to the 
student dietitian she has little of educational value to gain 
from her six months’ apprenticeship. 

The conclusion is perhaps inevitable that only a few 
hospitals are equipped to give this training, and these 
few are likely to be teaching hospitals connected with med- 
ical schools or research institutions. Not more than five 
or six in California are needed at present, and about this 
number are equipped to offer satisfactory courses. In 
what manner the hospital training course is to be accred- 
ited remains to be worked out. 





DIET AND TRACHOMA DISCUSSED 


The March meeting of the Minnesota Association of 
Hospital Dietitians was held in Millard Hall, University 
of Minnesota, Mirneapolis, Minn. Following the business 
meeting two interesting talks regarding diet in relation 
to trachoma, were given. 





Jule Huseman, who has been assistant dietitian at Fifth 
Avenue Hospital, New York, was recently married to 
Albert Elsenheimer, New York. 


*Abstract from “The Registration of Dietitians’ by Agnes Fay 
Morgan, Ph. 


D., published in the Western Dietitian, December, 1926. 
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Built for the 


Diet Kitchen 











GREAT variety of foods such as pan goods, 
meat dishes, pastries, custards, etc., can be 
baked in the Thrift Oven. 

It is ideally suited to the needs of the diet 
kitchen, as to performance, cleanliness and neat 
appearance. 

Every point of Thrift Oven construction lends 
itself to the complete utilization of heat; thus 
effecting material savings in fuel consumption. 


Reasons Why Thrift Ovens 
Bake Better at Lower Cost: 


1. Decks are light—easily remov- 
able, made of a smooth, stone- 
like, heat-retaining material. 


vent overheating. Designed to 

deflect heat efficiently through 

out the oven. 

2. Insulation is cut to fit, practi - ; ’ 
cally eliminating oe wd and 5. The Siphon Flue —a unique 
insuring better fuel economy. Thrift teature that brings about 

uniform distribution and more 

complete utilization of heat, 
and insures improved baking 
on each dec 


3. Doors close without slamming 
stay closed without latching. 
Unique sealing feature pre 
vents cold air from chilling 
other decks when any door 6. Burners heat oven rapidly, are 
is opened. easily adjusted and are pro 

+. Combustion Chamber is insu- vided with push button pilot 
lated from lowest deck to pre- lighting system. 


Send for Bulletin MH 125 explaining the value 
of “baking at declining temperatures” 


The Surface Combustion Co 


366 GERARD AVENUE,NEW YORK,N.Y. ® 
Branch Offices in All Principal Cities 
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Now—Over'! 18,000 


Toastmasters 


are saving time—speeding 
service—making better toast 


In thousands of hospitals, Toastmasters 
are now saving nurses’ time, speeding 
service, and making the kind of toast 
that delights the patients. For this re- 
markable toaster is entire automatic in 
operation. It requires no watching. 
There is no turning of the bread. And 1] Just Drog 


slices o 


vet every piece is done to perfection. pread into th 
This is how:— ven slots. 


The 3 small illustrations show how easily, 
surely and speedily this amazing toaster 
makes toast. No guesswork. No watching 
or turning. Both sides of the bread are 
toasted at the same time in an enclosed oven 
Hence all the goodness and flavor are sealed 
in—and the toast is piping hot when served 
And it only takes half the time to make toast 
this way as when each side is toasted singly 








And here are 7 other reasons why so many y Phen ag 
hospitals have purchased a Toastmaster ] retdigg! the 4 This 
18,000 Toastmasters have proved — their automatically 
worthiness over a 7 year period, 2. A Toast- turns on the 
master occupies a space only 15x13 inches current and sets 
3. Turns out 480 perfect slices an hour. 4 the timing de- 
Uses current only when toast is being made vice 

5. Requires no warming up. 6 Makes per- 

fect toast automatically 7. The speediest 


toaster on the market. 


It you are interested in knowing how a 
Toastmaster will save your nurses. time 
speed Service and make the kind of toas 


that patients like—drop a post card to the 
branch nearest you and we will send you a 
free booklet which describes the 4 different 
size models—and gives the candid opinions of 
hospitals which now have this toaster 








toast automatic 


WATERS GENTER COMPANY ally. when its 


Dept. E-5 done, and the 

213 N. Se-ond Sireet current is auto- 

caren . rerenenanens ! illy ft ned 
MINNEAPOLIS, MINNESOTA pay are 
Pacific Coast Sales Office, Chicag Sales Office Eastern Sales Office 
( N. Hildebrandt Waters Ge r Company Hector ¢. A I 
14 Montgomery Street, 123 6WW Madisc n St 156 FE. 42r Stree 
San Francisco California Chicag I} New York City 


“© TOASTMASTER 
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OuT-PATIENT SERVICE 
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a ne a 


EeCCOORU NEES RETO OIRO RERESLITNERDI SES ERIS Bice enenenreneeeneeesens: 


Conducted by MICHAEI M. DAVIS, Ph.D., Executive Secretary, Committee on Dispensary Development, United 
Hospital Fund of New York, 151 Fifth Avenue; New York 


A, K. HAYWOOD, M.D., Superintendent, Montreal General Hospital, Montrea!, Que. 









































FROM THE OUTSIDE LOOKING IN* 


By Louise Stevens Bryant, Ph.D., Committee on Dispensary Development, 
New York 


customed to receive numerous patients sent by 

charitable agencies for examination and treatment. 
These agencies have a special purpose in thus referring 
their clients. .Their experience, collected from a number 
of organizations in New York City, may be of interest to 
hospital administrators as giving a somewhat new angle 
towards their out-patient work. 

When a social agency refers a client to a clinic for 
examination and treatment, it is generally with an ulterior 
purpose of determining the future social plan for the in- 
dividual and his family. Can the man work? Can the 
woman be expected to keep up her home and care ade- 
quately for her children, or must she be relieved of part 
of her burden? Should the boy look forward to following 
his chosen career of mechanic, or will he need outdoor 
work with opportunity for setting his own pace, free from 
shop pressure? 

Answers to these questions depend upon the doctor’s 
diagnosis. Frequently also, the consummation of the plans 
will depend upon the conscious acceptance by the patient 
of the doctor’s recommendation, followed by a regimen 
of treatment that may be extensive and inconvenient, if 
not actually painful. The social agency, therefore, looks 
to the clinic not only for immediate treatment of discov- 
ered conditions, but for a comprehensible diagnosis and 
plan of medical treatment to come, and also for such 
socialized dealing with the client that his fear of hospitals 
will be replaced by confidence, and his inertia by willing- 
ness to do his share in getting well and keeping so. 


How Time Is Distributed 


The extent and nature of the medical problems con- 
fronting family agencies make it obvious that a large pro- 
portion of the case worker’s time must be devoted to 
securing examination and treatment for clients. From 
various studies that have been made of time distribution 
it appears that the time spent in all forms of communica- 
tion with medical institutions is, of course, much greater, 
and accounts for nearly a fifth of the average case 
worker’s day. The time spent actually within the walls 
of clinics by workers from outside agencies accounts for 
an average of twenty minutes in the day of every worker. 
In the course of this daily contact, the outside workers 


*Portion of a study, “Better Doctoring—Less Dependency,” by the 
author, to be published by the Committee on Dispensary Development 
of the United Hospital Fund of New York. Copies of this study may 
be obtained from the Associated Out-Patient Clinics Committee, 244 
Madison Avenue, New York. 


F-, casio administrator of a hospital or clinic is ac- 





grow to know the medical institutions very well indeed, 
and through interviews and special reports made from 
time to time it has been possible to secure a pretty clear 
picture of the clinic as seen by the patient and his friends. 
For some time complaints were expressed by the 
agencies to the effect that it was difficult to get satisfac- 
tory treatment except for emergencies, that service was 
unduly delayed, entailing long and costly waits, and most 
baffling of all, reports on the patient’s condition and pros- 
pects were inadequate. Another difficulty voiced was that 
there was no common policy with regard either to the 
handling of the client-patients or the financial relation- 
ship between the two agencies. These complaints were 
rather general, so in order to get some idea of the concrete 
issues involved, and especially of their extent, records 
were made of the actual experiences in various clinics of 
clients referred for treatment or further investigation, 
after general medical examinations conducted in special 
centers by the Committee on Dispensary Development. 


Worker Given ‘‘Refer Slip” 

The examination was recognized as only the beginning 
of the physician’s responsibility, which is not fully met 
until he has indicated what should be done, and also sug- 
gested means for doing it. Another objective was to 
measure the resources of the city for the treatment of 
the clients of social agencies and to see exactly how the 
various clinics were operating in this connection. 

For every case examined, therefore, the worker was 
given a “refer slip,” containing the patient’s name, ad- 
dress, the agency concerned, the difficulty needing treat- 
ment or further examination, and mentioning a particular 
clinic which had been chosen with reference to its suit- 
ability for the patient. A separate slip was made out for 
each refer; if one patient needed three or four kinds of 
treatment, a corresponding number of slips would be pre- 
pared. Space was provided for a statement to be made 
by the worker about the results of the refer, including 
not only the diagnosis and advice of the physician, but 
also the satisfaction or dissatisfaction of both patient and 
worker with the treatment received, and the reasons 
therefor. The worker was also asked to record the time 
spent in going to the clinic, in waiting at the clinic, and 
with the physician. 

About nine hundred individuals altogether were exam- 
ined at these centers, and three-quarters of them were 
referred to clinics, there being nearly one thousand sepa- 
rate refers made. Returns were received from the 
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The &@ Pattern 


IGHT patterns ot Bard-Parker blades fitting 

three styles of handles, save the hospital many 
times over the cost of investing in new scalpels 
whenever a different blade pattern is required. 


The new No. 15 blade, as well as the Nos. 10, 11, and 
12 blades, fit both the No. 3 and the No. ¢ handle. 


No. 3 and No. 4 handles— $1.00 each. No. § handles 
—$1.50 each. Blades—half dozen of a size per 
package— $1.50 per dozen. Quantity discounts: 
Orders of 1 to § gross assorted sizes ot blades, unit 
delivery—1o%. Orders of § gross or more assorted 
sizes of blades, unit delivery—15%. Send for illus- 
trated circular. 
Bara-Parker products sold direct to consumers 


fHTOUgH au thorizéd Ag CNIS 4‘otaléd im 


prin ipal 1t1é5 6 ithe United States and Canada, 


BARD-PARKER COMPANY, INC. 
150 Lafayette Street. New York. N.Y. 
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agencies in 60 per cent of the cases, either reporting the 
results of the examinations, or telling why the clients had 
not gone to the clinic as recommended. 

Of all those who were referred, 37 per cent had not 
followed the recommendation. Analysis of the records of 
these “lost” cases showed that in the majority the treat- 
ment would either have been painful, such as dental or 
orthopedic, or disagreeable, such as skin or gynecological. 
It is never easy to persuade women to be treated for their 
peculiar ills. They accept suffering as their natural lot, 
and moreover are often justifiably skeptical of the results 
of treatment, so frequently fruitless. Thus one woman 
complained, “They always examine me and tell me to go 
home and douche, and that’s all they ever do.” In these 
cases, moreover, social workers must combat ignorance and 
folk customs as well as disregard of self. On the whole, 
it was perhaps a high measure of success that 51 per cent 
of the women needing this form of treatment were willing 
to try to secure it. There was a larger proportion of suc- 
cessful refers in conditions where the results of treatment 
were understood, as among eye cases, or where the con- 
dition was alarming, as tubercular or cardiac; or unusual, 
as endocrine. 

For those who did attend the clinics, 387 reports were 
made in sufficient detail to analyze the results. Questions 
arose as to whether the experiences of these clinics were 
typical of the ordinary “client patient” referred directly by 
the agency, because the workers in charge were especially 
interested, and contacts with the clinics were sometimes 
made by the physicians at the examining centers. By 
way of control, three family welfare agencies reported on 
288 additional cases. This made possible an analysis of 
the experiences of 675 client-patients in attendance at 
clinics in about seventy out-patient departments and un- 
attached dispensaries. 

Contrary to expectation, the great majority of patients 
and the workers in charge were entirely satisfied with 
their clinic visits. Only 102, or 15 per cent, complained 
about the treatment they received at the hands of doctors, 
nurses or other clinic workers. Another 15 per cent, who 
were generally satisfied, complained about the time. Aside 
from the fact that more complaints were made by the 
second group, the details of the reports from the two sets 
were quite similar, so that they may be considered 
together. 


Comments Are of Three Sorts 


The reasons given for satisfaction or complaint were 
for the most part highly intelligent and discriminating, 
and should be helpful to clinic managers. There were no 
less than 700 detailed statements made, of which 526 
(75 per cent) related to pleasant reactions. The com- 
ments were of three sorts: the first reflect the personal 
handling of patients, the second, the general administra- 
tion of the clinics, and the third, the joint interest of clinic 
and agency in the client-patient. To begin with the 
sources of satisfaction, the following remarks were made 
with regard to the treatment of the patients as indi- 
viduals: 

Cordial or courteous treatment; consideration of pa- 
tient’s feelings; personal attention to individual needs, 
economic or linguistic; patient felt at home, or felt con- 
fidence in care. 

Typical comments on administration were: 

Examination was thorough; the arrangements for 
follow-up were adequate; reports and directions were 
definite; attention was prompt; appointments were made; 
waiting time was short; the clinic was well organized, 
and its atmosphere business-like; an intelligently inter- 
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ested nurse was present; there was direct, easy inter- 
departmental contact and patient was treated in same 
institution for other conditions; consultations were 
arranged for readily; records were adequate; the place 
was well aired. Such comments as these occurred 248 
times. 

The third set of comments bears directly on the contact 
between hospital and social agency as a joint enter- 
prise, as: 

Hospital authorities cooperated with social agency; 
they gave prompt and definite reports; social service de- 
partment was interested; physicians were socially minded 
and interested in home conditions and family history of 
patient. 

Then there were other statements about conditions, of 
dubious value from the point of view of sound clinic man- 
agement, such as: 

The clients accompanied by social workers were given 
precedence in lines; outside social workers had access to 
examining physicians or original records; and Wasser- 
mann tests were given as a “routine.” 

Nature of Complaints 

Complaints were either about the absence of the de- 
sirable conditions just enumerated, or the presence of 
some positively bad situation. Personal treatment was 
complained of in forty-three instances. This included 
rudeness of doctors, nurses or registrars, in some cases 
rather glaring. Perhaps the most serious example of this 
was where the doctor or nurse questioned the patient about 
intimate details before other patients. Other complaints 
were, impatience, indifference to whether the patient un- 
derstood the condition or directions, no confidence inspired 
by physician, patient frightened or made nervous, lack of 
privacy in interviews or examinations, payment insisted 
upon though patient was unprepared. 

Another serious complaint was that in a clinic where 
some patients were admitted free or for a nominal fee, and 
others paid a fee approximating cost, a distinction was 
made in favor of the latter, who were treated with polite 
respect, while the former were handled roughly and made 
to wait outdoors or in crowded rooms for long periods. In 
several cases, the patients expressed general aversion, 
saying, “Dispensaries are all alike.” 

Among the complaints 117 were directed against the 
general clinic management or the medical services as such. 
Of these the most frequent were that the examination was 
not thorough, that follow-up was lacking, or directions 
were vague, conflicting or duplicated, as in one case where 
eye drops were administered twice by mistake. It was also 
charged that doctors came late, worked hurriedly, and 
were insufficient in number. For example, they some- 
times arrived so late that patients, after coming a long 
distance and waiting a long time, were not seen at all, and 
no other appointment was arranged. 

The physical conditions in several instances were com- 
plained of as crowded, noisy, confused, badly ventilated, 
unclean, unsanitary, inconvenient. 

Again, it was complained that there was lack of co- 
ordination between the departments; patients referred for 
special examination and reports would be overlooked, and 
the original work delayed. Or, patients were seen by a 
different doctor each time and no arrangements were made 
for forwarding the history to the new man. 

Among complaints directed particularly against the med- 
ical agency’s attitude toward the social agency were the 
following: 

No definite or usable report was given to the social 
agency in spite of repeated requests, with explanations as 
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Hospital Plumbing that the 
Board Can Forget 


Demands are heavy, on hospital _ line of fixtures for use in hydro-thera- 
plumbing. Twenty-four hours a _ peutic treatments. As a matter of fact, 
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JAMES B. CLOW & SONS, 201-299 North Talman Ave., CHICAGO 
Sales Offices in principal cities 
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to why it was wanted. In more than half of the cases 
where there was a complaint, no report by the physician 
was given, although statements by the doctor on his find- 
ings and the future medical plans were given in nearly all 
the satisfactory cases. The exceptions to this were mostly 
dental cases where no special report was needed. This is 
probably the greatest difficulty that the agency meets in 
attempting to secure medical service for its clients. 

A related complaint was about the difficulty of securing 
direct information regarding the client’s medical condi- 
tion. In several] instances the hospital authorities, includ- 
ing the doctor, social worker, and nurses, did not seem 
interested in the medical-social problems presented. In 
one instance it was complained that the outside social 
worker accompanying a patient was not given precedence; 
in two, that she was not allowed access to the examining 
room or to the physician; in one case, that Wassermanns 
were not made as a routine measure. 

There were a few instances where the social agency 
complained that it was unable to arrange for payments for 
the specific examinations or treatment required because 
the medical institution apparently had no rule regarding 
this and charged for tests sometimes at one rate, some- 
times at another, and occasionally not at all. 


Dental Clinic Reports Favorable 


There was a marked difference in the reactions ex- 
pressed in relation to various sorts of clinics. In Table I 
are given the figures on the basis of 100 cases visiting 
each of eight types of clinic. The clinic with the most 
favorable reports was dental, where 89 per cent were sat- 
isfied, and here no one complained about time, probably 
because most dental work is done by appointment. In 
neurological and mental clinics there were complaints in 
58 per cent, either about time or other conditions. This 
is doubtless due largely to the nature of the cases. The 
neurotic person is not easily satisfied with any sort of 
social contact, and is more inclined to irritation and 
wounded sensibilities than the normal person. 

However, there is reason to believe that conditions are 
quite unsatisfactory in a number of nerve clinics, not only 
as regards physical equipment but also in the personal 
treatment afforded. The chief complaints against neuro- 
logical clinics had reference to one institution, where pa- 
tients are required to arrive an hour and a half before the 
clinic “opens.” As there is no appointment system, new 
patients frequently arrive three hours ahead. The waiting 
room is so small that patients regularly wait in queues 
outside in all weathers, and those inside complain of poor 
ventilation or cold drafts. Patients are shifted from one 
doctor to another without warning, and in one case the 
social worker, not being told of the change in reference, 
accompanied the patient several times to the first physi- 
cian, who also was unaware that the patient was visiting 
a second clinic on other days. The resulting confusion 
in the patient’s mind may be imagined. In another case, 
a little girl visited the clinic three afternoons before being 
examined at all. This entailed twelve hours of waiting, 
after which an examination was made which took twenty- 
five minutes. Another young girl, who was considered not 
mentally sound by her family and friends, was examined, 
and after the family and personal history was obtained 
with the child listening, the doctor turned to her and said, 
“Your mother thinks you’re crazy; are you?” In another 


instance the doctor asked the social worker in the patient’s 
presence, “Why did you bring her to me?” 

In the general medical clinics, to which the larger num- 
ber of cases were referred, syphilis and skin were included 
as well as the usual sub-departments, such as pediatrics, 
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cardiac, and tuberculosis. Relatively few complaints were 
made about cardiac and tuberculosis service, while the 
personal treatment was objected to in those for syphilis 
and skin diseases. 

Without question, the single point most complained 
about was the time involved. This occurred some forty 
times in connection with other complaints, and in 101 cases 
it was the only complaint. This makes a total of 141 cases 











TABLE I 
EXPERIENCES REPORTED BY 675 CLIENT-PATIENTS IN 
VARIOUS TYPES OF CLINIC 
Per 100 Cases Reporting 
Type of Clinic Total Satis- Complaint About 
Cases faction Time Other 
0 ae ee eo 675 70 15 15 
General Medical ......... 248 65 18 7 
SE ani oh ae sinel oencdsee 101 89 0 11 
ee ee ae aa alas 81 64 19 17 
Gynecological and 
EE sc cccuweebess 68 79 10 11 
Nose and Throat......... 7 46 34 20 
Surgery and Orthopedics.. 54 74 12 14 
DEGEEEEONN  6.6ccececscese 41 42 37 21 
Se Adatasevitansandeawtie 20 80 15 5 
2 
TABLE II 
AVERAGE TIME REPORTED BY CLIENTS ATTENDING 
CLINICS 
Cases Reporting 
- Complaint 
Average time Cases Satisfied Time Only Otherwise 
Away from home 2hr.32m. 2hr.14m. 3hr. 35m. 2hr. 24m. 
In Transit .... 54 m. 5lm. lLhr. 17m. 43 m. 
In Clinic lhr.38m. lhr.23m. 2hr.18m. 2hr. 2m. 
Waiting . lLlhr. 9m. 53m. lLhr.50m. lhr. 35m. 
With phys... 29 m. 30 m. 28 m. 27 m. 
Proportion of 
clinic time 
with phys..... 30% 37% 20% 22% 











of complaint about the time consumed, among 675 cases, 
or in over one-fifth of the number reporting. As this was 
so important a feature, affecting the medical institutions 
as well as all the patients and referring agencies, a special 
study was made of this factor, with results as follows: 

Three items were recorded—the whole time away from 
home, the time spent waiting, and the time with the doc- 
tor. The average periods reported in 479 cases are shown 
in Table II, which gives first the total average for all cases 
and then the average for each group according to their 
general reaction, whether satisfied with the experience, or 
complaining about time, or otherwise. 


Proportion of Time With Physician 


The significant time element in determining the charac- 
ter of the experience seems to be the proportion of clinic 
time spent with the physician. On an average 30 per 
cent of the clinic time was thus spent. Among the satis- 
fied group, however, this proportion was 37 per cent. It 
is natural, of course, that even a long wait would seem 
justified if the time with the doctor was proportionately 
long. The time spent with the doctor averaged altogether 
twenty-nine minutes, and in the case of those satisfied, was 
thirty minutes—or a trifle more than for the others. 
Among the satisfied group, 45 per cent had more than a 
half-hour with the physician, and 13 per cent had over an 
hour. While among those complaining about the time, 
only thirty-two had more than half an hour, and among 
those complaining about other matters, 27 per cent had 
over a half hour. 

Table II shows that it required more than half a work- 
ing afternoon or morning to visit a clinic, and that the 
time spent in the clinic averaged over an hour and a half, 
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| the catalog of the American Hospital Supply 
| Corporation. Think of rubber goods, syringes, 
needles and pins, thermometers, aprons, sur- 
geon’s knives, whatnot—you'll find them én the 
American catalog. To the hurried, busy, harried 
superintendent, there’s a bit of contentment 
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When you need supplies that must be depend- 
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of which over an hour was spent waiting, and a scant half 
hour with the physician. Individual cases varied con- 
siderably from this, the longest time being twelve hours, 
a working day and a half, and the shortest a half hour. 
Even among those making no complaint there were great 
variations, one being as long as seven hours away from 
home. In the extreme case which took twelve hours, over 
six were spent waiting, as the patient was kept to see two 
other physicians. Among those making any complaint, the 
shortest time away from home was an hour. Several in- 
stances were reported of waits of three and four hours. 

Among the satisfied group, the average time away from 
home was two hours and a quarter, of which one hour and 
twenty-three minutes was in the clinic, and thirty min- 
utes with the doctor. Even these patients waited fifty- 
three minutes on the average. 

Those complaining about time spent thrce hours and 
thirty-five minutes away, with two hours and eighteen 
minutes in the clinic, of which only twenty-eight minutes 
was with the doctor, and one hour and fifty minutes was 
consumed in waiting. It is to be noted that those indi- 
viduals also spent one hour and seventeen minutes in 
transit, a far longer time than the average, so that fatigue 





TABLE III 
TIME IN CLINIC, WAITING AND WITH Doctor, Com- 


PARED WITH GENERAL REACTION TO THE EXPERIENCE 
Reported Among Each 100 Patients 


Cause of Complaint 








Time Total Satisfied Time Other 
A. In Building 
wager om Mowr ...«...<. 27 46 0 35 
From One to Two Hours 33 34 35 50 
Over Two Hours ....... 30 20 65 70 
B. Waiting 
Under an Hour ........ 52 65 5 2 
From One to Two Hours 29 24 54 27 
Over Two Hours ...... 19 11 41 21 
C. With Doctor 
Under Half an Hour.... 62 58 68 73 
One Half to One Hour... 29 32 26 17 
Over One Hour ....... 9 13 6 10 
D. Per Cent of Time 
With Doctor 
Less than 25%......... 38 25 66 25 
From 25 to 49% ....... 34 39 25 20 
GEE wawccnenneces 28 36 y 15 
TABLE IV 


TIME WITH DocToR IN CLINICS OF VARIOUS TYPES 


Minutes Spent with Doctor 
Per 100 Patients in Each Group 





Total Under 60 and 

Type of Clinic Average 15 15-29 30-44 45-49 Over 
ea 30 32 19 10 9 
Neurological ... 51 14 29 21 4 32 
Gynecological .. 35 10 45 21 17 7 
General Medical 33 21 36 20 12 11 
EE rae 25 36 29 25 6 4 
Dental 25 63 4 18 7 8 
Surgical ....... 23 30 44 15 7 4 
Nose and Throat 17 70 15 10 5 0 
UD Gr eae ate ci 10 55 18 9 9 9 








may have affected their judgment about the whole experi- 
ence. In the case of those making other complaints, the 
time in transit was notably short, being forty-three min- 
utes, and the waiting time one hour and thirty-five min- 
utes, only fifteen minutes less than for those complaining 
about time. 

So far, we have considered only the averages, which are 
not an adequate indication of the actual time experiences 
of any given individual. The ranges of time are more 
significant than the averages, and these are shown in 
Table III, according to the various amounts of time spent, 
A, in the clinic; B, waiting; and C and D, with the doctor. 
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Taking all the cases, it may be seen in Part A of Table 
III that about a quarter, 27 per cent, spent less than an 
hour in the clinic. A third spent between one and two 
hours, and 30 per cent spent over two hours, in some cases 
as long as seven hours. There was a direct relation be- 
tween the length of time and the reaction reported, so 
that while only 20 per cent of those satisfied spent more 
than two hours, 65 per cent and 70 per cent of the others 
spent over two hours. 


Time Spent With Doctor Varies 


An even more definite relation of time to total reaction is 
shown in connection with waiting, as only 11 per cent of 
the satisfied spent over two hours waiting, as compared 
with 41 per cent of those complaining about time, and 21 
of the others (Part B). As to the time with the doctor 
(Part C), 58 per cent were with him less than half an 
hour, while 68 per cent of the ones complaining about time 
were with him less than half an hour, and 73 per cent of 
the others. The proportion of the total clinic time spent 
with the doctor is shown in Part D. Two-thirds of those 
complaining about time were with him less than 25 per 
cent of their stay in the clinic, as compared with a quarter 
of the two other groups. Among the satisfied ones, on 
the other hand, 36 per cent were with him over half their 
time, as compared with only 9 per cent of those complain- 
ing about time and 15 per cent of the others. 

The time with the doctor naturally varied according to 
the type of case and the character of treatment required, 
which would be indicated by the clinic attendei. The time 
spent with the doctor in each type of clinic is shown in 
Table IV, which represents 400 cases attending institu- 
tions with comparable organizations, such as large hospital 
out-patient departments and clinics like Cornell, New York 
and Vanderbilt. The average number of minutes spent 
with the doctor in each sort of clinic is shown in the first 
column, and in the other columns the percentages reporting 
attendance for each fifteen-minute period, beginning with 
less than fifteen minutes, and extending to sixty minutes 
and more. 

The longest time was in the neurological clinic, where 
the average was fifty-one minutes, and 57 per cent of the 
patients were over half an hour, and 32 over an hour with 
the doctor. Next came the gynecological clinie with an 
average of thirty-five minutes, and with 45 per cent over 
half an hour, and 7 over an hour. General medical showed 
an average of thirty-three minutes, with 43 per cent over 
half an hour and 11 per cent over an hour. The rest of 
the clinics averaged less than half an hour, the shortest 
being ten minutes for the ear clinic, which had 73 per cent 
under half an hour. 


SPONSORING CLOSER RELATIONSHIPS BE- 
TWEEN DISPENSARIES 


The new hospital committee plan of the Academy of 
Medicine of Cleveland, aims at closer relationship between 
practicing physicians and the hospitals. Under the present 
arrangement each hospital staff or superintendent ap- 
points a committee of three from the medical staff to 
discuss with the superintendent, nurses and social service 
workers of the hospital concerning individual or general 
problems affecting dispensary admissions and activities. 

The academy has selected one member from each of the 
hospital committees to sit on an inter-hospital committee 
which is constituted as a sub-committee of the academy. 
This committee will be a correlating agency in problems 
affecting more than one dispensary. 
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Reduce Kitchen Costs 


vo” GIANT 
15 Qt Mixer 


Here is a compact, rugged, simple little mixer, 
built by the same experienced engineers that are 
responsible for the famous Giant Mixers. The 
15 quart Giant fits into any little space, 13 by 15 
inches. Three speeds—all controlled by one lever, 
no jar or shock or possibility of injury to gears 
or mechanism, 

It changes from one job to another in a twinkle. 
The bowl simply goes on or off—no raising or 
lowering—no clamps, no screws to bother with 
or waste time. 

You put on beaters with one quick motion that 
automatically locks them in position for operat- 
ing. Nothing could be simpler and quicker. 
Simply draw the lever in position and the mixe) 
does the rest. When done with your job, lift the 
beater out of the bowl] with one easy motion, ani! 
the contents of the bowl] are freely at your dis- 
posal. Bowl can be lifted off or swung to either 
side. Wash the smooth, seamless bow! and it is 
ready for the next job. 

Send for descriptive bulletin giving full details, 


The Century Madnime Co. 


——————————————————————————————————————————— 
4426 Marburg Ave. Oaklet, Cincinnati, Ohio 








DUPARQUET 


HOSPITAL PANTRY ELECTRIC TRUCK 


Table made of heavy tinned copper with pol- 
lished Nickel Top. 

Closet constructed of galvanized metal with rein- 
forced bands. 


Sliding Doors. 

4 Nickel Jars suitable for soups or vegetables. 
1 Polished Nickel Meat Dish with Rolling Cover. 
Table and Closet both heated electrically. 


Maximum Current Consumption, 3000 watts. 


We manufacture a complete line of French 
Ranges, Kitchen Equipment and Utensils and 
are in @ position to give your requirements 
prompt attention. 


DUPARQUET, HUOT & MONEUSE CO. 


This type ct food truck is bein wped 108-114 West 22nd St., New York 


with excellent results in the 


Barre City Hospital. 
E. Matthews, Supt. BOSTON, MASS. CHICAGO, ILL. 
—— o ” $0 North St. 312 W. Ontarie &t. 


DETRCIT, MICH. 
530 Buhl Bldg. 
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HOsPITAL EQUIPMENT AND OPERATION 


With Special Reference to Laundry, Kitchen and 
Housekeeping, Problems 


Conducted by C. W. MUNGER, M.D., Director, 
Grasslands Hospital, Valhalla, N. Y. 
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WHY SMOKE STACKS SHOULD BE INSPECTED 
ANNUALLY 


By Russell Byron Williams, 
Chicago 


ITH the advent of summer and low heating and 

W power requirements, many superintendents will 

take the opportunity to overhaul the boiler plant 
equipment. Where there are two or more boilers, the load 
for the entire hospital will be concentrated on one, while 
the remaining boiler will be taken off the line and given 
thorough cleaning, inspection and repair. Such an annual 
practice makes for long equipment life, higher boiler effi- 
ciency and lower fuel bills. 

In this periodic maintenance work the smoke stack 
should not be overlooked, for it can have as marked an 
effect on boiler efficiency and fuel costs as any other single 
item of equipment. 

There are two reasons why the smoke stack should be 
subjected to an annual inspection and overhauling. The 
first, and perhaps the more important, is that a leaky 
stack will seriously impair the quality and quantity of 
steam generated, thereby needlessly enlarging fuel costs. 
The second reason is that a stack in poor repair is in 
constant danger of coming down and therefore constitutes 
a menace to property and life. 

Inspection methods for smoke stacks will, of course, 
vary with local conditions. With a permanently installed 
ladder on the exterior of the stack it is a simple matter 
to install a sling at the top so that a man can let himself 
down gradually, inspecting every portion of the exterior 
as he goes. In some cases high powered binoculars or a 
telescope may be employed to locate areas on the exterior 
surface that require attention. 


How to Remedy Corrosion 


With steel stacks the most obvious thing to look for is 
the attack of corrosion. When found, this can usually 
be remedied by the application of acids and paint. Rivets 
and seams should be tested for tightness and strength; 
wind braces and guys “taken up” when needed; while the 
foundation should be thoroughly examined for cracks, 
settling or signs of disintegration. Breechings, regardless 
of building material, should be tight at all times since a 
leak or fissure in this part of the draft system will prove 
costly to the efficient operation of the boilers. 

In painting stacks certain basic principles must be 
obeyed if the job is to prove satisfactory. No steel stack 
should be painted when wet with rain, and painting jobs 





started in damp or freezing weather rarely give satisfac- 
tion. Furthermore, the temperature of the stack should 
not be above 300° F. at the time the painting is done. 
Ordinarily, painting can be satisfactorily completed and 
gives the greatest assurance of good results when the 
stack temperature is about 200° F. To apply paint over 
a rusty surface, loose paint or dirt, is never satisfactory. 
On stacks, as everywhere else, paint should be applied 
only to a clean surface. On smoke stacks the surface can 
pe cleaned either by steel scrapers or by vigorous brushing 
with wire brushes, the cleaning being done as the painting 
progresses. When galvanized surfaces are to be covered 
it is better either to allow the surface to weather about 
eight or nine months, or to etch the surface with a 20 
per cent acetic acid solution, before the paint is applied. 
If this is done, and an oil paint mixed with 15 per cent 
naphtha applied, the covering will prove most satisfactory. 


Paint Should Be Applied Evenly 


For smoke stacks it is essential that the paint be evenly 
applied and well rubbed during application, to exclude all 
air from beneath its surface. Air pockets, if allowed to 
remain under the paint, will cause blistering and loosening. 
The widely fluctuating temperature of smoke stack sur- 
faces accentuates this characteristic. In rubbing out the 
paint a good stiff round brush will be found effective. 

Stack paints should never be thinned with gasoline or 
benzin. Only in extreme cases should a small percentage 
of turpentine be used for this purpose. Prepared paints, 
designed for high heat resistance, are usually mixed with 
a special oil, for which reason it is necessary in ordering 
paint to state the maximum temperature to which the 
surface is to be heated. In consideration of this special 
mix it is seldom wise to leave the selection of the type 
of paint, or its mixing, to a local painter. Prepared 
paints, made by a reliable firm, and bought only after 
complete specifications have been given, should be used. 
Coal tar paints may be used successfully if the surface 
temperature does not exceed 450° F. Such paints, how- 
ever, must be thoroughly cleaned off before a second ap- 
plication is made. Because it will withstand high tem- 
perature and is comparatively easy to apply, graphite 
paint is probably the most satisfactory for smoke stacks. 
Brick stacks, if properly constructed, require little at- 














5 May, 1927 THE MODERN HOSPITAL 151 
» 

aC- 
= OPEN THE PEQUOT PACKAGE. SEE 
nd how white Pequot sheets are! So 
lustrous, so snowy clean, there is real 
A pleasure in looking at them. 
an Pequot sheets are bleached in 
zs swirling torrents of pure artesian 
— well water. No injurious chemicals 
2 weaken the fabric. With proper 
“ laundering they will stay white per- 
y: manently. 

Every other Pequot manufactur- 
: ing process has the same skilful care 
to —from the selection of the long, 
a strong cotton fibre to the final in- 
he spection of the finished sheets. 
- Strength, long life, smoothness, 
” —these are built in every thread, 
“ woven in every inch, of a Pequot. 
2 The larger your institution, the 
al more you require Pequot economy. 
- Careful buyers usually end by stand- 
r ardizing on Pequot. 
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1- Parker, Wilder & Co., New York and 
? Boston, Selling Agents. 
t. 


For complete index of advertisements refer to the Classified Directory 





152 





(6 th LS ee mM 


Cleanliness— 
Comfort— 


Fuel Economy 
DEMAND 


CHAMBERLIN 
“a 

















The Babies’ Hospital, Cleveland, Ohio. 
Equipped throughout with Chamberlin 


her Strips. Abram Garfield, Architect. 
Johan Gill & Sons, Gen. Coners. 


Wear 


Lay aot advantage in itself—cleanliness—com- 
fort—fuel economy—would make it highly 
advisable to include Chamberlin equipment in 
all hospitals—old or new. It is essential that 
dust movements be minimized and cold draughts 
eliminated to insure healthful, uniform temper’ 
atures. This fact is being increasingly recognized 
and the Babies’ Hospital of Cleveland furnishes 
a typical case in point. Here 607 windows, 
doors, and transoms are Chamberlin equipped. 
Chamberlin equipment gives lasting satisfaction 
because the Chamberlin design is correct—be- 
cause trained Chamberlin mechanics make all 
installations—and because Chamberlin guar- 
antees and services its equipment “for the life 
of the building.” 


Write for Chamberlin Literature 
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West Lafayette Blvd., Detroit, Michigan 
Over 100 Sales and Service Branches throughout the United States 
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tention. However, even these should be tested periodically 
to make certain that the draft produced is at the required 


value. If.the examination shows the draft to be low, the 


| entire stack should be examined for leakage, and the de- 


fective spots, when found, pointed with a good grade of 
mortar. 

Just as in the interior of a fire box, the brickwork on 
the interior of a steel or masonry stack is subjected to 
disintegration and erosion. In stacks, however, such 
erosion and disintegration is much slower, because of the 
lower temperatures. In fire boxes the refractories often 
melt, whereas in stacks the trouble is largely found in 
mortar shrinkage or in the uneven expansion of bricks. 
To keep such stack linings absolutely tight and to elimi- 
nate the possibility of serious damage, stack brick-work 
interiors should be examined whenever conditions make 
this possible. Where pointing with mortar, or the replace- 


| ment of a defective brick will not correct a defective area, 


the entire damaged portion should be torn out and replaced 
with new bricks and mortar, filling the joints with a plastic 
refractory. Such action will involve some expense, but 
it is invariably expense well justified. Any one of the 


' number of plastic refractories that have proved them- 


selves capable of furnace work may be used successfully 
in such repair work. 

In unlined steel] stacks, or in the upper portions of the 
stack which may not have a brick lining, there is always 
danger of corrosion because of the presence of sulphuric 


| acid which has been formed by the condensation of the 


| the repair or rehabilitation of smoke stacks 





flue gases when coming in contact with the cool surfaces 
of the stack. Where such corrosion is found, the plates 
should immediately be cleaned, then treated with a heat 
resisting paint or other covering. In the event the cor- 
rosion has proceeded so far as to extend nearly through 
the steel plate, the damaged portion should be patched in 
much the same manner that boilers are patched. 

In recent years a novel method has been perfected for 
This method 
is one that completely insulates the stack, on the exterior, 
with a coating of concrete. In repairing stacks in this 
manner it is necessary first to install vertical reinforcing 
rods around the outside of the old stack. These rods are 
tied together and held in place by means of woven wire 
mesh and horizontal tie-rods. The concrete, which is usu- 
ally a mixture of No. 2 torpedo sand and Portland cement, 
is shot into place (over the installed reinforcing rods and 
mesh) by means of a cement gun operating with a pressure 
of from 45 to 60 pounds per square inch. 

This method has several advantages: First, a solid shell 
of concrete is provided for the steel stack, which provision 
is the best possible treatment; and second, the operation 
can be completed without interruption to stack service, 
since a hot stack is in no way detrimental to the work. 
The method is simple, rapid, and requires none of the 
precautions attendant upon other methods of repair. It 
is of course more costly than other methods but the result 
is worth more. 

In the employment of a concrete shell as a repair ele- 
ment it is sometimes profitable to place a layer of asbestos 
board between the steel stack and the layer of concrete 
(inserted at the time the reinforcing rods and taesh are 
installed). This board acts as a compression sheathing, 
so that contraction and expansion stresses, naturally 
concomitant with wide fluctuations in temperature, will 
be partially absorbed by the board and will not be com- 
municated immediately to the concrete which naturally 
responds more slowly to temperature changes than steel. 
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No longer need every door be a 
destroyer of silence ~ ~ 


I IS NEEDLEss to lay stress upon 

the discomforts of ufinecessary\ 
noise, or call to mind the amenities 
of unbroken quiet. All know well 
how distressing is the incessant 
banging of doors! 

Manufacturers for years, in re- 
sponse to an ever-increasing de- 
mand, have been experimenting to 
contrive a resistance hinge that 
would control the swing of doors- 
operate in absolute silence—and 
yet, despite constant strain, be 


durable in mechanism. 


This at last has been accom- 
plished by the McKinney Manu- 
facturing Company, which has 
contrived and perfected the fric- 
tion-control hinge that leaves the 


door slam-proof. 


A hospital door can now be left 
ajar at any desired degree, without 
danger of a sudden gust of wind 
blowing it to with a resounding 
thud. No longer can careless at- 
tendants and thoughtless visitors 
play havoc with patients’ nerves. 
Nor can a door be deliberately 
slammed; for so constant and ac- 
curate is the resistance of the 
hinge, that it must be either pushed 
or pulled—though ever so gently— 
right up to the jamb. 

To the eye it is hardly per- 
ceptible that this hinge is of un- 
usual mechanism, the appearance 
being that of a beautifully finished 
ordinary butt-hinge. Yet it is so 
constructed that by means of a 
mechanical adjustment it can be 


freed of resistance or tightened to 


1} 


any desired degree without the 
dismantling of the door. 

The cost of this hinge 1s so rea- 
sonable that many hospital units 
are already considering replacing 
their free hinges with McKinney 
Friction-Control. 

Send for the complete literature 


about this remarkable hinge. 
MCKINNEY 
jction cOntrit > 
HINGES 


McKuisney Mawnvracturine Co 
Pittsburgh, Pa 
Please send me complete hinge literature. 
Name 
Addres: 
Name of Your Hardware Merchant 
M.H, 5-27 





2 





For complete index of advertisements refer to the Classified Directory 








154 








Simple 
Operations 


That herald a new standard in dry | 


| serve closely the pulse, respiration and general condition 


mop renovation and efficiency 


1 


The sanitary dust receiver is 
durably constructed with a 
minimum of parts. The 
wheels are rubber tired, 


Raise the door and in- 
sert the mop in the 
sealed, dustproof 
chamber. 


dom in 
room to room. The receiver 
has a large capacity, sealed 
to eliminate dust leakage. 
Here are savings in time and 
effort that will appeal to ev- 
ery hospital. 





Simple—Effective—Trouble-Free—Cheap 


Shake the mop up 
and down against 
the heavy rods over 
the receiving pan. 


In the period of a few mo- 
ments the mop is removed, re- 
lieved of dust and ready for 
further duty. Steps are saved, 
fewer mops are needed. There 
is no needless running back 
and forth. The entire prob- 
lem of dry mop cleaning is 
here solved and placed on an 
economicai and efficient basis. 


OUR TEN DAY TRIAL OFFER 


Send the coupon. We will immediately forward one 
Hospital Model No. 2 Sanitary Dust Receiver. Try 
it out for ten days. If it does not satisfy your ex- 
pectations return it to us. Otherwise keep it to 
your good benefit and send us a check to cover its 
low cost of $25.00. 


Mail the Coupon Today and Allow Us to Substantiat: 


eee ee eee eee ee 


goer Dust RECEIVER Co., 
9 W. Main St., Malone, N. Y. | 


| Send one Sanitary Dust Receiver, Hospital Model 
2. Within ten days we will either remit the price 
| of $25.00 or return it. 


Hospital 
Address 


Our Claims | 


THE MODERN HOSPITAL 


noiseless and allow full free- | 
progressing from | 
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AUTOMATIC CLOCK SYSTEM FOR 
OPERATING ROOMS 


An automatic clock has been invented to afford to 
anesthetists, surgeons, physicians and attendants easily 
observed and distinctly indicated time that will direct them 
in taking advantage of conditions pertinent to the care 
of patients. For instance, in administering an anesthetic, 
the hands of the seconds beat dial are started when the 
anesthetic is applied. The movement of the hands then 
affords opportunity for those in charge of the case to ob- 


of the patient, in relation to time; to follow closely the re- 
action of the anesthetic upon the patient; and to take 
advantage of the conditions, when favorable, to carry on 
the surgical work for which the anesthetic was admin- 
istered. 

Each clock includes two eight-inch dials that serve two 


distinct purposes. The upper dial with hour and minute 








Pc 



































hands operates as a standard secondary clock to indicate 
the time of day. The lower dial carries two hands that 
show seconds and minutes of elapsed time, the maximum 
indication being fifty-nine minutes and fifty-nine seconds. 
The hands of the lower dial can be started or stopped at 
the will of the operator, and with one movement of a 
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Just Imagine Yourself a “‘Customer”’ of Your Hospital 


‘‘Have you ever paced a hospital walk while someone near to you was suffering?” 


“And you repeated over and over in your mind all the things that were being 
done—that could be done?” 


And in the better moments later when you sat by the bed side with thanks in 
your heart and happiness in your eyes, and you knew that everything had been 
done; then you could appreciate the quiet efficiency of so vital a thing as the Hos- 
pital Signalling System. Its aid made you ask, perhaps the name and you may 
always remember that the Bryant Silent Call Hospital Signal System helped. 


The function of any hospital signalling system is to enable a patient to summon 
a nurse and for a nurse to call a doctor. 


If the system operates silently it is more desirable than one which depends 
upon noise to attract attention. Positive operation, simplicity, low cost, and low 
maintenance charges, are obvious advantages. 


The Bryant System is complete in itself. It is connected to the regular electric 
service supply. There are no other parts: no motor-generators, transformers or 
batteries. 


Because of its simplicity the cost of installation is low in comparison with the 
more complicated systems using an auxiliary apparatus. 

The maintenance charges are limited to the cost of the very small amount of 
current used by the signal lamps. 

This system, has been installed in over five hundred hospitals and more than 
nineteen thousand stations are in operation. 


The Bryant Silent Call Hospital Signalling System embraces every refineme:t\, 
convenience and advantage. 


It is suited to large or small hospitals and is so flexible that it will adapt itsel! 
to any hospital need. 


Write for our Hospital Bulletin 


com) 1 HE BRYANT ELECTRIC COMPANY 


\ WIRING DEVICES / 


— 





watt 


1421 SrTaTE STREET, BripGEPoRT, Conn. 
New York 742 Madison Ave. Cuicaco 884 West Adams St. San Francisco 749 New Montgomery St. 


The largest plant in the world devoted exclusively to the manufacture of Electric Wiring Devices 
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Is Your 
Hospital 
truly modern 


HE very bulwark of every successful 
hospital is scrupulous cleanliness. By | 
that we mean real, not merely apparent | 
| 
| 
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cleanliness. 

The hospital whose corridors, operating 
rooms, patient rooms, and lavatories are 
obviously dirty may not recognize the im- 
portance of what we say here. 

It is to the progressive hospital, knowing 
the value of scrupulous cleanliness, but us- 
ing antiquated, ineffective cleaning methods 
to obtain it, that this message is directed. 

The FINNELL electrical all-in-one scrub- 
bing, waxing and polishing machine does 
not swab dirt with dirt. With powerful, 
pressure-exerting brushes it loosens every 
embedded particle—from cracks as well as 
on the surface. Dirt hasn’t the ghost of a 
chance to survive. 

Then, after scrubbing, the same FINNELL 
can be adjusted to wax and polish where 
needed. Floors are not only clean, but beau- 
tiful. The FINNELL is almost noiseless 
and operates with surprising ease. It cleans 
twice the space with half the usual time or 
labor cost. It is not only a modern hospi- 
tal necessity but a genuine economy! 





No hospital can truly 
call itself modern with- 
outa FINNELL. 


Write for important 

booklet “Your Ques- 
. tions Answered by | 
| Users.” -_ | 


Finnell System, Inc. 
35 N. Collier St. 
HANNIBAL, MO. 


istrict Offices in Principal Cities 
Power Scrubbing Headquarters 
for 21 Years 
, Factories— 
Hannibal, Mo., and Ottawa, Canada. 


FINNELL 


ELECTRIC FLOOR MACHINE 


It Wares—It Polishes—It Sands-—— 
It Scrubs 


Booth 136 
Hospital Clinical Congress 
of North America 
Milwaukee, Wis. 
June 20th to 24th 
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switch both hands are instantly again returned to zero. 

Although all clock movements are normally silent, pro- 
vision has been made for loud ticking of the seconds beat 
clock mechanism to meet certain conditions where sounding 
rather than observance of the seconds beat desired. 
Provision is also made whereby each fifteen seconds in- 
terval is identified by a buzzer signal. All of the condi- 
tions of loud ticking or periodical signalling are under the 
control of the operator. 

Four switches for controlling the loud ticking, periodical 
signalling and also for controlling the starting, stopping 
and returning to zero of the hands of the seconds beat 
dial, are conveniently located on the front of the clock 
case, just below the lower dial. The left hand switch con- 
trols the operation of the fifteen seconds buzzer; the next 
switch to the right controls the operation of the audible 
seconds beat mechanism; the next switch to the right 
resets the hands of the seconds beat clock from any posi- 
tion on the dial to zero; and the right hand switch serves 
to cut out the impulses that control the movements of the 
hands of the seconds beat dial. 

The clock is of the flush type, and a suitable wall box is 
furnished with each clock in which the complete assembly 
is housed. The door of the wall box has two eight-inch 
glazed openings and the clock assemblies are so mounted 
on the door of the flush-type steel cabinets that the clock 
dials are shown in the glazed openings, and the appearance 
is that of two regular flush-mounted secondary clocks, 
mounted in a unit case of white enamel and nickel trim. 

The secondary clock mechanisms controlling the move- 
ments of the hands of each dial are of the silent move- 
ment type, and are normally free from either the minute 
or second “click” inherent in other clocks, each of which 
is objectionable for hospital service. 

Operating room clocks are used in several] different de- 
partments of hospitals (usually one clock for each surgical, 
obstetrical or anesthetic room) and their operation is auto- 
matically controlled from a centrally located master clock 
which may also control other time system equipment, such 
as time stamps, secondary clocks and in-and-out recorders, 
and they are therefore free from the need of manual at- 
tention in connection with regulation or setting. 

The master clock is equipped both with a minute im- 
pulse contact which energizes the minute impulse cir- 
cuits and a seconds beat contact which energizes the sec- 
onds impulse circuits. 


is 


What Relay Equipment Includes 

The relay equipment required for operating room clocks 
includes a relay (or relays) for closing the minute im- 
pulse circuit to which the upper movements of the clock 
are connected, and also a relay (or relays) for closing 
the seconds impulse circuit to which the lower movements 
of the clocks are connected. The seconds impulse relay 
is a standard relay and is contained in the regular control 
cabinet with all other control apparatus. 

The secondary movements that control the operation of 
the hands of the seconds beat dials, when included in a 
single circuit, are operated from one seconds impulse relay, 
which is automatically energized when the first seconds 
impulse dial is put into service, and will continue to func- 
tion as long as one or more of the dials are being used. 
When the last seconds impulse dial is stopped the seconds 
impulse relay is automatically cut out, thus minimizing 
mechanical wear of relay. 

The minimum size of battery that should be used with 
a time system equipment, which includes operating room 
clocks, is 24 volts, 16 ampere hours. 

In order that the clock can serve and be operated most 
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na cannot afford the luxury of private rooms; they can afford more 
ene than general ward comfort. 
ich A great many hospitals all over the United States have solved this 
, problem by installing Weisteel Cubicles which provide semi-private 
of wards to this great class of patients who gladly pay the difference over 
me open-ward accommodations. 
ck Weisteel Cubicles are installed at small cost, without in any way dis- 
ich turbing the general hospital routine during installation. The result 
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Incubator room— Woman's Hospital—Cleveland, Obio, showing how extra 
Space was utilized by installing the Herman Nelson Invisible Radiator. 


SPACE—where space 
1s needed 


The Herman Nelson Invisible Radiator makes every inch of 
floor and wall space usable. Placed én the wall, out of sight 
and out of ma it permits free passage in narrow corridors, 
an extra bed in most wards, and more practical arrangement 
of furniture and equipment. 

Invisible—not camouflaged —it provides all the convenience 
of radiator heat without the 
inconvenience of theexposed 
radiator. No hot pipes to 
come in contact with. No 
valves to turn. No noise. 


Leak-proof and _ rust-proof, 
the Herman Nelson Invisible 
Radiator is indestructible in 
service. It is modern equip- 
ment for the modern hospi- 
tal. Mail the coupon for 
complete information. 

THE HERMAN NELSON 


CORPORATION, MOLINE, ILL. 


Builders of Successful Heating and 
Ventilating Equipment for 20 Years 











Radiator (1) comes installed in a steel case 

(2) more substantial than the wall itself. 

The complete unit is ready to install in any 
4-inch wall or partition. 





Sales and Service 








\ BELFAST, ME. KANSAS CITY 
\ BOSTON PITTSBURGH CHICAGO DENVER 
NEW HAVEN CHARLOTTE,N.C. pes MOINES SALT LAKE CITY 
\ New york crty GRAND RAPIDS wipwauKEE SPOKANE 
DETROIT 
\ UTICA ppc MINNEAPOLIS PORTLAND 
FREE BUFFALO COLUMBUS ST. LouIs SEATTLE 
This in- PHILADELPHIA TOLEDO SAN FRANCISCO VANCOUVER 
ew ae SCRANTON INDIANAPOLIS EMPORIA TORONTO 
factson T 
Herman Nel- 
son Invisible 
Radiator. 
THE 
HERMAN \ 
NELSON \ 
CORPORATION 
. ; ¥ - St ” 
Moline, Illinois 


sz 


Ss é ? 
WTD7F7CIVWDNIL., 
Please send me your \ SfEé by cy ek f ¢ 


illustrated book No. 40 
‘Semen RADIATOR 
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| advantageously the wall box should be mounted with the 


| office of the mayor. 
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bottom about five feet from the floor. 

To make installation of these clocks it is necessary only 
to connect the wires of the secondary circuits, terminating 
in the wall boxes, to the plainly labeled terminals of the 
clock assembly. All other connections are made before 
the clocks leave the factory. 

In addition to the accuracy and reliability of the clock 
these four features stand out prominently: 

1. Silent operation which is accomplished through the 
use of non-polarized silent secondary movements. 

2. Reset of both hands of seconds beat dial to zero by 
a single movement of a conveniently located switch. Thus 
positions of hands will always indicate complete elapsed 
time since the timing operation will always start with zero. 

3. Seconds beats are indicated either audibly or silently 
at the option of the operator. 

4. A buzzer located in the clock case is available to 
indicate distinctly fifteen second periods of time, although 
this may be silenced through the use of a control switch, 
if no such indications are required. 

Suggested specifications for operation room clocks for 
hospitals are: 

Each clock shall include two eight-inch dials, one of 
which will show the time of day and the other will show 
seconds and minutes of elapsed time, beginning with zero. 

Each clock is to be operated from the secondary cir- 
cuits of an electrically operated time system and all move- 
ments must be constructed so as to be permanently silent 
in operation. No pads or other temporary means of 
silencing will be permitted. 

On the front and at the bottom 
will be four switches which control 
the following features in connection with the seconds im- 
pulse dial: No. 1 enables the operator to start and stop 
the hands at will; No. 2 resets both the second and minute 
hand from any position on the dial to zero; No. 3 controls 


of each clock case 
the operations of 


| the second ticking mechanism which clearly identifies each 


second with a distinct metallic click; No. 4 controls the 
operation of silencing of a signal buzzer, located within the 
clock case, which identifies with a 1-second buzz the con- 
clusion of each fifteen second interval. 

While the movements that operate the hands of seconds 
impulse dials are controlled through a separate relay, the 
movements of the minute impulse dials must be designed 
for operation on the same minute impulse circuits with 
regular secondary wall clocks, employees’ in-and-out 
recorders and time stamps. 

Clocks shall be housed in white enameled cases suitable 
for flush mounting, and movements and dials are to be 
mounted on the doors of the clock cases, so that when 
the doors are opened all parts are easily accessible. 

The relay that controls the seconds impulse dials must 
remain idle except when one or more of the seconds 
impulse dials are in service. When the first seconds 
impulse dial is put into service the relay will be auto- 
matically energized and will continue to function as long 
as one or more of the dials are being used, and when the 
last seconds impulse dial is stopped, the functioning of the 
relay is to cease automatically. 





A NEW SOURCE OF REVENUE 


A hospital in Ohio has devised a rather unusual method 
of obtaining a little revenue from the city. Through an 
agreement with the mayor, the hospital receives the fees 
derived from the marriages that are performed in the 
Last year the sum of sixty-two dollars 
was obtained from this source. 
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“Clinical Photography” 


An elementary textbook on this rapidly 
growing application of photography is just 
off the press. Within the compass of its 
60 pages practically every fundamental of 
clinical picture recording is treated. It is 
| simply written, profusely illustrated and 
| should be in the hands of every clinician, 
| department head and hospital superintend- 
ent. A copy will be sent you on request. 
| Write us now. 





No hospital] is completely equipped 
which lacks adequate photographic 
equipment. Ask your Eastman Dem- 


onstrator why. 


Eastman Kodak Company 


Medical Division Rochester, N. Y. 
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medical science to hospital conditions. 


Hospital executives 
are cordially invited to visit and use 
this Fischer Permanent Exhibit at 
such times and in such manner as are 


and physicians 
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STOTT TWO NEW INSTRUMENT STERILIZERS 
= Two new instrument sterilizers have just been placed 
= on the market. One is a hot oil sterilizer for cutting in- 
= \ struments and the other a bronchoscope sterilizer for long 
= ~ instruments. 
= The hot oil sterilizer has been designed for the sterilizing 
= of knives, scissors and other sharp-edged instruments to 
= prevent injury to the cutting surfaces and prevent cor- 
= rosion. The temperature required for oil sterilization is 
= 300 degrees F., and the sterilizer has an automatic tem- 
= perature control that regulates the temperature accurately 
= between 300 and 305 degrees F., by turning the electric 
= heating current on and off. 
S The cover and tray are raised and .owered simultane- 
— ously by means of a single lever, so that the instruments 
=| 
=| a 
= = 
iW Permanent E 
= = 
= ° . = 
l= Exhibit = 
= ITH the opening of the new Fischer [E& 
= ss : nore = 
= Administration Building, shown [EE = 
4 sles E = Hot oil sterilizer 
=| above, the Fischer Company has inau-  [E& 
= gurated a new permanent exhibit. In [S| may be exposed and drained by merely tilting the lever 
. ° . = 7] > e . » sterilizer is of solid brass casting 
= the demonstration rooms of this new —& with the elbow. The sterilizer is of solid as 
SS obuildi tadiwituel Dist! W —=j| without seams or solder. The thermometer on the side 
= o dus athermy, ave |= a ae ; 
= — a . ed silae of the sterilizer indicates the temperature of the oil. 
=| Generator, Quartz Light and Radiant Heavy mineral oil may be used without a disagreeable 
= Lamp apparatus will be demonstrated odor escaping, provided that the cover is kept closed. 
= ping, | 
= and explained to interested hospital ex- |E| Two or three quarts of heavy mineral oil are all that is 
= ecutives and physicians, on appointment, [—& required over a long period. 
= ‘ f =| When the current has been turned on and the thermom- 
=| every day in the year. Arrangements |[& 
’ - Se oa ; =I 
may be made for special instruction or  |— 
for clinical work, without charge or obli- [E& 
gation. Experienced physicians and |[—E 
technical men will place their time at the |—& 
disposal of any hospital executive, equip- |B 
ment committee or physician interested |& 
in the application of this new branch of 
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= H. G. Fischer & Co., Inc. 
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most advantageous to them. 


“Physical Therapy Headquarters” 


2323-2337 Wabansia Ave. 
CHICAGO, ILL. 
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The bronchoscope sterilizer 


eter registers 300 degrees F. the instruments should be 
placed in the tray after which the cover and tray are 
lowered. 

After the instruments have remained in the sterilizer 
thirty minutes the tray should be elevated and the instru- 
ments allowed to drain. 

Boiling water is the medium used in the sterilizer for 
long instruments. The cover and tray are lifted and low- 
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1 PRESSURE VACUUM 





Insures Even Temperatures 


The Dunham Differential Vacuum Heating 
System insures remarkably even indoor 
temperatures no matter what the weather 
outdoors may be. When the weather is cold 
during the midwinter, this system operates 
with steam temperatures in the radiators 
as high as 220 degrees, and with a boiler 
pressure of 2 to 3 pounds. In the milder 
weather of spring and fall radiators operate 
efficiently and sufficiently with steam at 
temperatures as low as 133 degrees, and 
with boiler pressure as low as 19 inches of 
vacuum. Overheating is effectively pre- 
vented. A complete adequacy of heat in 
severe weather does away with an possi- 
bility of underheating. The result is a 
smooth and remarkably even temperature 
record in all weathers. 


Naturally, such a heating system saves fuel. May 
we tell you more about the economy record of the 
Dunham Differential Vacuum Heating System” 
Ask for Sulletin “H.” 


C. A. DUNHAM Co. 


DUNHAM BUILDING 
450 East Ohio Street, Chicago 


Quer sixty branch and local sales offices in the United States 
- Canada bring Dunham Heating Service as close to you 

jour telephone. Consult your telephone directory for the 
od ress of our office in your city. 














YOUNG 


CENTRIFUGAL VACUUM 
AND BOILER FEED 


PUMPS 


Worth While Fuel Savings 


In your hospital Young Centrifugal Vacuum 
and Boiler Feed Pumps will effect worth 
while fuel savings through their high effi- 
ciency in keeping radiators and piping free 
from air and water, and in enabling the 
system to be operated under higher vac- 
uums than is customary. The vacuum 
producing element of Young Pumps is de- 
signed to insure a powerful suction on the 
return piping at all times. With the re- 
duction in boiler pressure when Young 
Pumps are installed there comes a saving 
in fuel, and, as stated this fuel economy is 
well worth while. 


Why not secure our Young Pump Bulletin “MH?” 


Younc Pump Company 


DUNHAM BUILDING 
450 East Ohio Street, Chicago 
In Canada: C. A. Dunham Co., Ltd., Toronto. 
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‘Boarding Moths ' 


this Summer? 


ERHAPS you 

will be if you 

don’t prepare for 

them. But we 

know hundreds 

of leading hospitals that won't for they 
have already ordered their season's stock 
of Puritox—the guaranteed moth killer. 


Puritox is a solidified gas in crystal form. 
Placed among blankets or clothing the 
gas is freed and completely fills the 
closet or container, positively killing all 
moths and preventing egg development. 
It’s simple and easy to use and will not 
stain or discolor any material. 


Puritox, made by the Chamberlain Haber 
Chemical Company, of Cleveland, has 
been sold to hospitals for almost thirty 
years. It’s one of our many sanitary 
chemical products and cleaning com- 
pounds, sold at special hospital prices. 


This coupon 
brings testing 
samples and 
special catalog. 


"“Checkthesamples | ' THE CHAMBERLAIN-HABER 


you want CHEMICAL CO., Cleveland, Ohio 


Puritox Moth i Gentlemen: 
Killer Without obligation send samples o 
Presto Bowl items checked together with your catalog 
Cleaner ® containing hospital prices. 
Presto Pipe 
Opener ; Hospital 
) Presto Tile 
& Porcelain 
_ Cleaner Addeoss 


Attention of 
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THORNER’S 


Silver Service 





Thorner’s Silver Service is 
made of 18% Nickel Silver with 
a quadruple silver plate. Wears 
a lifetime. Replacement through 
breakage is forever eliminated. 
It is never affected by wear or 
polishing. 


Illustration features Thorner’s 
Improved Three Compartment 
Hot Water Plate. Tea Set with 
reinforced bands, hard metal 
hinges, Silver Soldered and one- 
piece unleakable bottom. Cov- 


ered Soup Cup with Silver Sold- 
ered handles. Sherbet Dish, In- 


dividual Bud Vase, Salt and 


Pepper Shakers, and Superior 
Grade Sectional Plate Flatware. 


Visit our exhibit at 
the Catholic Hospital 
Association Conven- 
tion. June 20 to 24, 
at Milwaukee, Wis., 
Booth 13. 


THORNER BROTHERS 


Importers and Manufacturers of 
Hospital and Surgical Supplies 


386-390 Second Avenue 
NEW YORK CITY 
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ered by means of levers at the ends which act simultane- 
ously. When the cover is lowered the instruments are 
immersed in the boiling water and when it is elevated they 
drain in the raised tray. 

The sterilizer has a cast brass bottom to which the 
heating elements are attached. An even temperature is 
maintained by means of an automatic control regulated by 
turning the current on and off. 





A NEW MORTUARY ELEVATOR 


It is sometimes necessary to place a hospital mortuary 
in a basement, or sub-basement, when room above ground 
is at a premium. 

There has been devised by an eastern machine com- 
pany a lift, operated by an endless hand rope. The over- 
head machine is equipped with spur gearing, making it 
possible to raise comparatively heavy loads with a reason- 
able amount of effort. A hand operated brake is supplied, 
to allow the platform to be stopped at any point desired. 
When lowering bodies, the brake is released, and the 
platform descends by gravity, the speed being regulated 
by pressure on the brake rope, the final downward pul! 
locking the brake and holding the platform at the lower 
floor level. 

The advantage of this outfit seems to lie in its inex- 
pensiveness, as compared with an electric elevator; its 
ease of operation, and its low upkeep cost. 

It would appear that such an outfit, when installed in a 
hospital in which it is necessary to lower bodies to a mor- 
tuary below ground level, would be both practicable and 
efficient. 





OPERATING TABLE ATTACHMENT FOR 
HOLDING PATIENTS 


An attachment for holding patients in a side position on 
the operating table and for holding in position during the 
amputation of the legs has been devised. The attachment, 
shown here, prevents the anesthetized patient from rolling 
too far in either direction and prevents the arm and 
shoulder that are uppermost from compressing the tissues 
of the neck and hindering chest movement. The patient 





may thus be placed in the desired position before being 
anesthetized, obviating awkward lifting during the pro- 
cedure, 

In leg amputations the patient is anesthetized and the 
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Still Going Strong! 9 


Installed in the Colorado Sanitarium, Boulder, Colorado, in 
1921, this Lipman Model 1000 is still going strong and is 
good for years to come. 








Such service is possible only because of the superior con- F The Lipman Model 1000 is a 
struction of Lipman Machines. Made of high-grade mate- - See ‘J om pee 
i . > 4 spltals, sé ari- 
rials, machined and assembled by master mechanics, tested ums and public buildings of 
long and thoroughly, they are bound to hold up over the _. agg Em oe 
years and give good service with a minimum of repairs. quietly, cleanly, safely and 
. R : : economically. Lipman Re- 
Write today for facts, full information, about Lipman Full- frigeration costs much less 

Automatic Refrigeration. a than to cool with ice. - 


GENERAL REFRIGERATION COMPANY 


117-198 Shirland Ave., Beloit, Wisconsin,U.S.A. , 







. . . / \ 
Please send me full particulars including Free Descriptive pare 4’, 
literature on Lipman Refrigerating Machines. LET phir 
te RET ILBE sc eteee senten ae WARE ——s a <b &\ ) 






State............. 
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RUBBER 


¢ N ORINKL SHEETS 


Mt. Sinai Hospital, N. Y. City (Dr. S. S. Gold- 
water, Director), have been using NORINKLE 
RUBBER SHEETS exclusively since 1922. 





Extract of Letter just received from Miss Muriel 
Anscombe, Jewish Hospital, St. Louis, Mo. 


“Of the 14 departments in the house that are using 
your NORINKLE RUBBER SHEETS, there is not one 
head nurse who does not feel that the new type of 
NORINKLE RUBBER SHEET is superior to any 
other used. 


“I did not receive one adverse criticism.” 


HENRY L. KAUFMANN & CO. 


301 Congress Street Boston, Mass. 
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THE HANOVER GENERAL HOSPITAL, HANOVER, PA 
Constructed by The Ballinger Co., Phila. 











A (W. F. Dougherty, Jr., President, speaking) 
Personal 


Message: 


“Every successful business owes tts 
Prosperity to the Quality and 
Variety of Service. This Organiza- 








tion is no exception and so well 
have we looked after the interests 
of our customers that the name 
DOUGHERTY is known for Re- 
‘liability from Maine to California 
and from Canada to Florida.” 

















W. F. DOUGHERTY & SONS, INC. 
1009 ARCH STREET, PHILADELPHIA, PA. 


Branch: 914 Atlantic Ave., Atlantic City, N. J. 


The structure pictured in this copy is Kitcheneered by Dougherty 
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leg is held aloft while the surgical preparation of the 
skin is in process. The support is fastened to the side 
rail of the table and the shell, held at any angle desired, 
is brought into position under the leg near the site of 
operation. 

The advantages gained in using the device in such op- 
erations are greater steadiness of the leg while the bone 
is being sawed off and the holding of the stump upward 
at any angle desired by the surgeon for the fashioning 
of the plastic flaps. 

The manipulation of the device is simple. The accom- 
panying picture shows the patient in the side position 
with the device held in place by a clamp fastened to the 
side rail of the table. The height is adjusted to suit the 
breadth of the patient’s shoulder by the screw projecting 
from the side of the clamp. The shell-shaped limb sup- 
porting member is adjusted to the limb and held in posi- 
tion on the horizontal rod by means of a clamp fastened 
by a single screw. The upper part of this clamp forms a 
universal joint that allows the shell-shaped portion of the 
support to be set at any angle. The advantages of such 
arrangement are obvious. Since the picture shown was 
taken, a hand supporting member has been added to the 
device to replace the makeshift. 





A GAUZE REEL FOR DRESSINGS 


To insure the perfect winding of gauze a reel has been 
devised on which the gauze is wound. The reel is mounted 
on a rack of convenient size for use in the dressing rooms. 
The gauze is wound to overcome all slack and so that 
there are no uneven edges or wrinkles when the gauze 
is folded for a dressing. 

The reels are furnished in a variety of stocks and 
sizes available in an eight ply—four and one-half inch 





width of one hundred yards and a four ply—four and 
one-half inch width of two hundred yards. A four ply— 
nine-inch width is supplied on special order. A sample 
reel and a rack or holder for the reel are furnished 
gratis to hospitals. 











. 5 


the 
side 
red, 
of 


Op- 
one 
ard 
ing 


»m- 
ion 
the 
the 
ing 
up- 
»si- 
ned 
sa 
the 
ich 
vas 
the 


Den 
ted 
ns. 
rat 
ize 


nd 
ich 








May, 1927 


THE MODERN HOSPITAL 


165 











And when the job 


is done? 


EVEN if the operation were successful in every par- 
ticular—the incision clean—the conditions favorable 
—all your faculties co-ordinating with swift assurance 
—are you satisfied with the ligatures you used? Have 
you faith in materials equal to the faith you have in 
your assistants? 


For a third of a century Armour Laboratory has 
been collaborating with the medical profession to 
justify its faith in the materials it produces. It is 
only reasonable that results have merited the approval 
of hospitals throughout the world! Armour Labora- 
tory has at its command vast supplies of fresh mate- 
rials from which to experiment and manufacture 
organotherapeutic products. Extraordinary care and 
skill go into the production, for instance, of ligatures. 
We will be very glad to send you samples. They may 
be used with utmost confidence. The same applies to 
pituitary liquid. 

Where the Armour label appears on medical sup- 
plies, you may be sure it is the best that can be 
produced of its kind. The tremendous demands of 
modern medical practice make it imperative for us to 
keep strides with the demand both for quantity and 
excellence. This is why Armour Laboratory is recog- 
nized as “headquarters for medical supplies of animal 
origin.” 


ARMOUR 4x2? COMPANY Chicago 


PHARMACEUTICAL 
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See the “Double Sheet”’ 
Increase Absorption 


Water dropped on a Dubltow! spreads five 
times faster than on a single sheet of the 
same material. That’s the vital reason why 
Dubltowls dry quicker. And the double 
feature stops waste. One Dubltowl wipes 
both hands dry. Fewer towels are needed, 
costs are reduced. 


Dubltowls are strong and lintless. Made 
from genuine all-kraft stock. Sanitary. 
Soft on face and hands. Acceptable to the 
most particular. Use them in the general 
lavatories for economy. Dispensed from 
neat Dubltowl cabinet illustrated or your 
own standard equipment. Size of sheet 
1034,x 10 in. 150 Dubltowls (300 sheets) 
per pkg. Write for prices, samples and 
name of nearest jobber. 

Request on your letterhead will 

bring a Bay West Wash-Up Kit - 

a novel combination of Dubltowls 


and soap sheets. Fits the door 
pocket of your auto. 


Bay West Paper Company 


Green Bay, Wis. 
(opsre= 


= TUBLIOWLS 


“ONE DUBLTOWL WIPES DRY-YOU TRY iT” 
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NEWS OF THE 


HOSPITALS 





Alabama 


Construction of the annex to the Hillman Hospital, 
Birmingham, at an approximate cost of $450,000 and pro- 


viding 200 additional beds, is expected to begin in the 
near future. 


Arkansas 
The corner stone was laid recently for the new St. 


Joseph’s Sanitarium, Hot Springs. 


California 
A gift of $50,000 toward the $150,000 Pomona Valley 


| building fund for a new hospital to be started this year 


featuring service to women, was announced recently. 


Connecticut 


The new nurses’ home of the St. Mary Hospital, Water- 
bury, was recently opened. 


Delaware 


Dedication of the Natalie Townsend Shaw addition to 


| the Beebe Hospital, Lewes, brought the capacity of this 





hospital to sixty beds. 


Florida 


A complete roentgen-ray department recently 
given to Sarasota Hospital, Sarasota, by Dr. Joseph Hal- 
ton, Sarasota, and Honore and Potter Palmer, Chicago. 

The William Deering Ward of Jackson Memorial Hos- 
pital, Miami, will be maintained by the interest from a 
bequest of $500,000 from the estate of Mr. Deering. 

Plans have been accepted for the proposed Scenic 
Highlands Hospital and Sanitarium to be constructed at 
Winterhaven, funds for which are being raised by a cam- 
paign. 

A two million dollar hospital is being erected on a 
built-up island at Miami Beach, Fla., by James A. Allison, 
Indianapolis, Ind. 


Was 


Illinois 
A bequest of $340,060 to Wesley Memorial Hospital, 
Chicago, to complete a gift of $500,000 was disclosed in 
the will of the late Charles Deering, of Miami, Florida. 
Construction of the new Elizabeth Condell Hospital, 
Libertyville, was recently started. 


Kentucky 
A $100,000 wing will be added to the Good Samaritan 
Hospital, Lexington, providing thirty-five additional beds. 
Louisiana 


A fifty-bed addition to the New Orleans Home for In- 
curables, to be known as the Elsie Dielman Behring 
Memorial Wing for Epileptics, is expected to be opened 
soon. 
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ultra violet rays 


VITA glass is a true, clear glass, in appearance like window 


|] | VITA glass transmits 


glass. It differs from window glass in the fact that it transmits 


the vital ultra violet irradiation which window glass absorbs. 

VITA glass, the discovery of Prof. F. E. Lamplough, M.A. 
Cambridge, of England, is thus an invention of far-reaching con- \ 
\ sequence to heliotherapy and general health. In addition VITA 


glass is inexpensive and is coming into general use in hospitals, | 
schools and homes. 


It has already been installed or ordered by an impressive list 
of hospitals and public institutions. 


Why not make your windows avenues of sun-health? Let us 
tell you the details of VITA glass. 


VITAGLASS CORPORATION 
50 East 42nd Street New York, N. Y. / 











GALL BLADDER SHADOWS 


Cholecystography by the Graham Method with 


IODEIKON 


(Tetra-iod-phenolphthalein Sodium Salt—N. N. R.) 


Purified, standardized and clin- 
ically tested for both the oral 
and intravenous methods 


in collaboration with the originators 


of this X-Ray method of gall 
bladder diagnosis. 


« ; _ , . —_* 
Aelinaheod oe Exceptionally high iodine con- 
ores \ el de tent, producing dense shadows with 

saa te je eae ARC normal dosage. 


lODEIKON 





? . >. - Far lower limits of alkalinity 
E — than required for intravenous ad- 
ministration and absence of free 
acid which would render it inop- 
erative for oral use. 


25 and 100 gram bottles and 
boxes of five 34% gram single dose 
ampoules. At all dealers. 


Mallinckrodt Chemical Works 


Literature on request to X-Ray Dept., St. Louis St. Louis Montreal Philadelphia New York 
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UNIFORMS 


EFORE you | purchase 

uniforms for your next 
class of pupil nurses, let us 
quote you on them. A large 
part of the capacity of our 
garment factory is devoted 
to making pupil nurses’ uni- 
forms, aprons, and caps. We 
use materials that insure sat- 
isfactory wear, and give them 
a double shrinking. Our uni- 
forms are cut to fit well and 
look well, and are carefully 
made by capable operators. 
Perhaps we'll save you a lit- 
tle money on your uniforms. 
We'd like the opportunity of 
quoting you at least. 


WILL ROSS, Inc. 


457-459 E. Water St., 
MILWAUKEE, WIS. 


Manufacturers, Importers, 
and Distributors of a come 
plete line of hospital supplies 
and equipment. 
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Book Reviews and 


Current Hospital 


Literature 











CLINICS, HOSPITALS AND HEALTH CENTRES 


By MICHAEL M. DAVIS, Ph.D., Executive Secretary, 
Committee on Dispensary Development, United Hos- 
pital Fund, New York.’ 

The hospital field is to be congratulated on the appear- 
ance of this book by Mr. Davis. Hospital administration 
as it is understood today is a relatively new profession, 
and the physician or layman desiring to enter that field 
finds himself confronted with a minimum of textbooks on 
this subject and its allied interests. 

This volume is complete and offers to the seeker of 
information on clinics and dispensaries a treatise complete 
and up-to-date, based upon the experience of the hospital 
field as a whole, but particularly on the experience of Mr. 
Davis through years of intensive study of this subject. 
It is not a book that one can treat lightly in reading. 
While not technical, the book is in every sense complete, 
and hospital administrators will find the solution of many 
of their clinical and dispensary problems in this volume. 
To those who are contemplating the establishment of a 
dispensary, it is to be commended; to those who already 
have existing dispensaries, many of their shortcomings 
and deficiencies will be revealed and a criticism offered 
that is more constructive than destructive. 

The final chapter on hospital clinics follows most logic- 
ally and conclusively the main body of the book, which 
from its opening chapter on the origin of clinics carries 
one through almost every stage of dispensary development 
and organization. 

It is without question a book that should be in the 
library of every hospital, regardless of whether or not 


_ that hospital supports a dispensary and the writer is to 


be congratulated on this exceedingly timely, complete 
addition to the literature on hospital administration. 





WHAT CONSTITUTES ADEQUATE MEDICAL 
SERVICE? 


By SAMUEL BRADBURY, M.D., Chief of Clinic, Medical 
Department, Cornell University Medical College. New 
York.’ 

Within late years, realization of the economic loss 
caused by the degenerative and permanently disabling 
diseases has directed attention to their possible discovery 
in the earlier and more easily treated stages. As a matter 
of fact, the situations presented by the average patient in 
the medical department of a clinic are frequently more 
obscure and difficult to interpret than those of the usual 
hospital case. Private medical practice, as well as medical 
service in clinics, faces the inherent difficulty of these cases 
not only in respect to diagnosis but in the accomplishment 

1 Harper and Brothers, New York. 


2 Committee on Dispensary Development of the United Hospital Fund 
New York. 
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ALL-WOOL 


BLANKETS 





—withstand hard wear 
and constant use 


HE Eaton is essentially a _ hospital 

blanket manufactured upon definite spe- 
cifications, the direct result of a long series 
of scientific tests under actual hospital con- 
ditions. EATON BLANKETS are standard 
equipment in hundreds of hospitals thruout 
the country. The mills where EATON 
BLANKETS are made have been operated 


continuously for 90 years. 


EATON BLANKETS are made in mills 
out away from the crowded city where pure 
air circulating thru every department makes 
blankets more wholesome, more sanitary 
and more desirable for hospital use. 


Any superintendent or purchasing agent 
for any hospital where EATON BLANKETS 
are not already in use is at liberty to send 
for samples of any style. 


This trial order will be filled at our regu- 
lar quantity price and may be returned for 
full credit. 


Try an EATON BLANKET and be 


convinced. 
STYLES 
1001 Brown Heather 301 Blue 
2001 Blue Heather 302 Rose 
303 Tan 
3001 Natural Gray 304 Lavender 


Ask for information regarding materials for 
Occupational Therapy 


HORNER BROTHERS WOOLEN MILLS 
Founded 1836 


EATON RAPIDS MICHIGAN 











TO THE 
TUBES 


WITH THE / 
LAUNDRYe 


Avoid “Traffic” 
Congestions. 
Install a Pfaud- 
ler Glass-Lined 
Laundry Chute. 


EW YORK CITY’S traf- 

fic jam around rush hour 
is too crushing to be com- 
fortable. Crowding, pushing, 
(cursing) are familiar attri- 
butes of the frenzied mob 
trying to get home. Without 
its subways, traffic would 
be well nigh impossible to 
handle. 


UT as the “tubes” are 

vital to New York so is 
a Pfaudler Glass-Lined Laun- 
dry Chute vital to the mod- 
ern hotel or hospital. The 
disposal of soiled linen at a 
certain period of the day 
literally creates a “traffic 
jam” on the elevator. This 
means delay and unnecessary 
exposure to germ covered 
linen. 


LIMINATE THIS in the 

interest of health and ef- 
ficiency! Make the Pfaudler 
glass-lined laundry chute the 
tube of your laundry disposal 
system. There is none which 
is faster, more sanitary or 
simpler. To the tubes with 
the laundry! 


THE PFAUDLER CO. 
Laundry Chute Division 
ROCHESTER, N. Y. 
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100% is to bran 


what U.S. P.1s to 
drugs 


KELLoGGc’s ALL-BRAN conforms 
to the dictates of established 
medical practice by providing 
‘roughage’ or “‘bulk”’ in a 
known, definite amount. In cases 
where bran is indicated in the 
diet, ALL-BRAN may be pre- 
scribed with full confidence that 
the definite results anticipated 
will be accomplished. For ALL- 
BRAN is 100% bran— 100% 


effective. 


Part-bran products may be 
50% bran or 25% bran—or 
more or less. There is no accu- 
rate standard for gauging their 
bran content, and consequently 
their efficacy. 


Cooked and krumbled by a 
special process, ALL-BRAN is a 
prescription patients like to take. 
Ready to eat. It is delicious with 
milk or cream. With fruits or 
honey added. Or it may be 
cooked into various breads and 
appetizing dishes. 


Sold by all grocers. Served 


everywhere. Made by Kellogg 
in Battle Creek, Michigan. 


9 







ALL-BRAN 
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of treatment up to the point of securing satisfactory re- 
sults. In contemporary medical schools and in modern 
literature, emphasis is laid rather on diagnosis than on the 
details of carrying out treatment, although it is on these 
details that successful results, from the point of view of 
the patient, largely depend. 

With these points in mind, and with the aim of es- 
tablishing some standards through which adequate service 
and the results of clinic care could be judged, a series of 
two hundred cases of adults from the medical department 
of the Cornell Clinic, New York, were carefully investi- 
gated. 

While the study obviously deals with too few cases to 
yield a statistical conclusion, it is believed that it lays 
emphasis on two important and somewhat neglected as- 
pects of medical service; namely, the analysis of the 
aspects of treatment that involve the intelligence and 
cooperation of the patient, and the formulation of criteria 
of methods whereby results of treatment can be sys- 
tematically judged. 

The study of this group of rather complex and long 
term medical cases of adults has brought out strongly 
the large importance, in successful treatment, of defining 
and recording the essential medical problem of the patient 
as well as the diagnosis. The routine notation of a prog- 
nosis has been shown to be stimulating to the physician 
and useful from the standpoint of the patient. An esti- 
mate of the illness, which we have called a disability rat- 
ing, has been found helpful to the physician in making 
plans and in judging results. Of especial importance has 
appeared to be the making of a plan of treatment that 
takes into account both the medical problem and the pa- 
tient’s intelligence, personality, background, and resources. 
The study has brought out forcibly the uses and value of 
the medical social worker in helping the physician to 
define the patient and to carry out this plan of treatment. 

The results of this study should be developed by analysis 
of a larger number of cases and of cases of other medical 
or surgical types. At a number of points the present 
study is not conclusive, and it must be regarded as a sug- 
gestive contribution to medical practice rather than as 
a definite account of observations or conclusions. It is 
hoped that this attempt may stimulate others to make 
similar investigations of the same problems. 





BOOKS RECEIVED 


NURSING IN DISEASES OF THE EYE, EAR, NOSE 
AND THROAT, Manhattan Eye, Ear and Throat Hos- 
pital. By Harmon Smith, M.D., Senior Surgeon, Direc- 
tor in Throat Department, Manhattan Eye, Ear and 
Throat Hospital, New York, and Committee on Nurses. 
Fourth Edition, illustrated. W. B. Saunders Company, 
Philadelphia and London, 1927. Price, cloth $2.25 net. 

PRACTICAL URINALYSIS FOR NURSES. A short and 
comprehensive treatise on this subject from the stand- 
point of the nurse, by E. W. Marquardt, M.D., Ex- 
intern, German Hospital of Chicago, Attending Sur- 
geon, West Suburban Hospital, Oak Park, Ill. Third 
revised edition. Chicago Medical Book Company, 1923. 

ELEMENTARY BACTERIOLOGY AND PROTOZOOL- 
OGY FOR THE USE OF NURSES. By Herbert Fox, 
M.D., Director of the William Pepper Laboratory of 
Clinical Medicine in the University of Pennsylvania; 
Pathologist to the Zoological Society of Philadelphia. 
Fourth Edition, Thoroughly Revised. Illustrated with 
67 Engravings and Seven Colored Plates. Lea & 


Febiger, Philadelphia and New York, 1926. Price $2.50. 








